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Hail the hardy perennial POISON IVY 
(and Poison Oak) 


with prophylactic wnjections of 


It’s the same story every year: poison ivy grows where 
least expected, grows luxuriantly, green and glossy, and 
produces its characteristic inflammation and dermatitis in 
about 50% of all contacts; and not necessarily the same 
individuals each year either, for sensitivity varies. 

IvYOL extract may help protect your patients against the 
discomfort of rhus dermatitis. Reports from many sources 
show the advantage of using a desensitizing extract such as 
IvyoL which contains the active principle of poison ivy. 
Prophylaxis: Contents of one Ivyot vial (0.5 cc.) 
intramuscularly, each week for four weeks. 

Treatment: Contents of one vial (0.5 cc.) intra- 
muscularly, every 24 hours until symptoms are relieved. 
IvYoL extract is a 1:1,000 solution of the toxic principle 
derived from poison ivy, in sterile olive oil, and is supplied 
in packages containing one or four 0.5-cc. vials. 

Sharp & Dohme, Philadelphia 1, Pa. 
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Case History of Uncle Sam 


R. STANLEY KNEESHAW, M.D., San Jose 


i SAM, symbol of the United States, was 
born in the eastern part of North America in 
1776. His parents were a liberty-loving people who 
wanted to be independent. He was not named until 
1812 when he had his first quarrel, and it was with 
an old chap named John Bull. He emerged victor 
and set up quite a reputation for himself, as he was 
the first to stand up against this fellow John Bull, 
and he gained the respect of others quickly. He 
grew and grew but finally he had an internal illness 
in 1861. Although he took a long time to recover, he 
emerged from this illness quite a strong fellow. 


At this period in the life of Uncle Sam, man was 
rewarded for his individual efforts. The ability of a 
person to do anything and the ultimate achievement 
of it, was not dependent upon his coming from any 
given stratum of society, but was dependent upon 
his own individual efforts and upon interesting 
others to help him attain his goal. Nor was it neces- 
sary for such an individual to come from this coun- 
try of ours. Foreign people who had the burning 
urge to be free and to create were given equal op- 
portunity to work out their plans provided they did 
not interfere with the rights and liberties of others. 

In 1918 and again in 1941, Uncle Sam was en- 
gaged with other nations in suppressing an aggres- 
sor who threatened to take away from him that 
freedom that we in America are so proud of. These 
two wars showed the world that Uncle Sam still was 
_ a power to be treated with respect. These wars also 
showed other nations that the so-called capitalistic 
Uncle Sam was able to get things done; that he was 
not a softy; that he still had red blood flowing in 
his veins and that he still could be aroused to fight. 
Here he was, the only one of all these outstanding 
figures of the world who had maintained all of his 
faculties, had lost no appendage. John Bull had lost 
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many of his digits, or partially lost them. John Bull 
had become weakened by an infection; a virus, I 
believe, called Socialism and Communism. Little by 
little, this virus had weakened him until, were it 
not now for the transfusion of American dollars, one 
wonders if he would be able to survive. 

Now a similar infection seems to have befallen 
Uncle Sam. It seems that although for many years 
he has had to digest some of the products of the 
Socialists and the Communists, not until recently 
has he been very greatly affected. It has been no- 
ticed of late that the respect in which he had been 
formerly held by foreign countries has waned. Now 
citizens of the United States are held in ridicule in 
some countries abroad, are arrested, are murdered 
and nothing is done about it, for little do the foreign 
countries where such things happen seem to fear the 
great ideal, who for 174 years has taught them to 
respect his power and his ability. And he stands 
idly by and does nothing about it. 

What has come about that has made this great 
change of feeling? Are the other nations so strong 
that they no longer fear and respect Uncle Sam, or 
has Uncle Sam become a doddering old man who 
has to submit to such humiliations? It is not the 
former, because these other nations are not stronger. 
Then it must be that Uncle Sam is getting softer. 
What ailment then has so affected him? What is it 
that has infiltrated his system to make him so sus- 
ceptible to new, untried schemes? Here is where 
consultation on the part of the doctors is necessary, 
so consultation we will have. 

We must go carefully into the background that 
has made Uncle Sam what he once was. We must 
go into the causes of this great debilitating disease 
that has so affected other similar characters and has 
rendered them so impotent that they are useless and 
dependent on their parent, the Government. 
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The background of Uncle Sam’s early life shows 
that the individual was the beginning unit of ef- 
ficiency. The city and county governments were the 
units of government comparable to the individual. 
The state government was dependent on the work- 
ings of the individual family groups, and the central 
government in the nation’s capital was dependent 
upon the workings of the individual states in a co- 
operative liaison. Now, this system, the capitalistic 
system, had made this country the most envied of 
all countries. People from all over the world wanted 
to come into our country and through the years of 
its existence, the quota of people permitted to come 
each year has been completely filled and many 
people have to wait for years to get in. Yes, people 
even pay to get smuggled into this country, the 
country where all people are free and equal, with 
the right to life, liberty and the pursuit of happiness, 
dependent on their own efforts. They wanted to 
come here, for it was here that they could live 
where they chose to live, were free to speak their 
own minds, free from arrest and search without the 
warrant of law, free to own property, free to choose 
their own forms of occupation, free to spend their 
incomes as they thought best, free to worship the 
God of their choice. True, in exercising these free- 
doms, they were limited by the freedoms and the 
rights of others, but they had the right to make the 
wrong decisions in the exercise of each of them. 
The pursuit of happiness consisted of using their. 
lives as they thought best so long as they did not 
infringe upon the same rights of others, to work a 
great deal or only a little, while seeking their hap- 
piness in whatever profitable or unprofitable avoca- 
tion they chose. It included the right to use their 
incomes wisely or foolishly as they wished. Their 
pursuit of happiness was of their own choosing. 
This was the environment in which Uncle Sam grew 
up. This was the freedom which made him strong, 
virile and much sought after. 

Now, as to the virus disease that has so gradually 
disintegrated such individuals as Johnny Bull, once 
the ruler of the seas, who once boasted, and right- 
fully so, that his borders were so far reaching that 
the sun never set on them. This disease was charac- 
terized by gradual onset. So insidious was it 
that it usually had invaded the hosts without any 
knowledge that a change was taking place. But, 
gradually it was noted that certain predominating 
characteristics of the person were changed. Certain 
remedies were advocated. Certain changes in mode 
of life were suggested to bring about health again. 
The Welfare State was advocated as the panacea; 
this to be given in teaspoonful doses so that too 
abrupt reactions would not take place. Thus, little 
by little did Johnny Bull get his Welfare State, and 
little by little did Johnny Bull get weaker. It took 
~ nine years of this daily spoonful dose of socialism 
before the effects of the medication showed up: A 
representative of that type of medication became 
a British cabinet officer. In five more years, Ramsay 
MacDonald, one of the medicators, was Prime Min- 
ister of England. 
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In 1949 these practitioners were in control of the 
medication of John Bull. The history of these 
changes that took place in England ‘are well known 
to you all, but I mention them again because all 
of these changes which have gradually’reduced this 
outstanding figure, John Bull, to a limping cripple 
unable to stand on his own feet without help, which 
have reduced the once ruler of the seas to the rank 
of midshipman, have come about because of this 
medication. The country he once represented so 
proudly now cannot exist without help. England’s 
position as a frontline nation is threatened. Yes, 
England, under the regime of the socialists as it is 
today, will be able to hold on and exist as a figure- 
head only so long as it can get free billions of 
dollars as an aid from Capitalistic America, the land 
of free enterprise, not a welfare state. 

You may ask what has this to do with the case 
of Uncle Sam. The answer is: The same formula 
that was used in reducing our friend Johnny Bull 
to a second rater is being used on Uncle Sam. He is 
gradually being inoculated by these social planners 
with such medicine as the Planned Economy Sys- 
tem doles out. He was told that his system was run 
down and nothing would be so good for his welfare 
as this planned economy treatment, to be given to 
him by a group of men well qualified to spend other 
people’s money. Uncle Sam, having just gone 
through a depressing illness in 1933, was really in 
a receptive mood for any advice or treatment that 
would revive him. So, he was ready to lend an ear 
to the suggestion that he “take the cure.” So, called 
into Washington by our President were the Doctors 
of Planning, a conglomerate group. The old system 
of free enterprise was pushed aside to allow the 
government to enter into the picture in a more im- 
portant light. In other words, it meant that the 
economic life of America must cease to be a free 
enterprise system, and the state, which heretofore 
was not to compete with or interfere with private 
industry, was now to be the master of industry, tell- 
ing it what to do and how and when to do it. 
Twenty years ago, little did we think that we could 
be told for what price we could sell one of our 
products. We could set our prices and if someone 
wanted our products, they could buy. But no more. 
Now, these social planners have entered into our 
homes, and from Washington comes the order of 
the Planned Economists. The plight of the lowly 
spud is a case at hand. Old heads of the Department 
of Agriculture warned long ago that writing into 
farm policy price supports on perishables would 
end in the mess it is now. But they were not heeded 
by these new Planners, and that is one more chapter 
in the growth of Farm Planning. Similar crackpot 
advice on other controls has resulted in similar 
failures. Costly to the taxpayers? Yes, indeed. 

So, for sixteen years or more, Uncle Sam has 
been under the influence of the do-gooders. It has 
made an impression on him. He has become jittery. 
For sixteen years he has heard nothing but the same 
jargon from the New Dealers. He has lost his am- 
bition or has been so inoculated by these methods 
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that he has become weakened and has come to be- 
lieve that the government should do his thinking or 
planning for him, and he need not do any individual 
thinking or planning for himself. 


These planners have strange philosophies that 
they would foist upon us. These philosophies would 
destroy all sense of personal responsibility. They 
would, if accepted, debase man and take from him 
his only initiative to reach a higher station. It would 
mean the loss of all initiative, of all individual re- 
sponsibility. It would take from him everything that 
America has stood for. So, we must fight to pre- 
serve these principles that have made America what 
it is today. 

As Edgar Ansel Mowrer, noted foreign corres- 
pondent, said, “Our leaders in Washington are not 
bad men, but they just do not know what to do.” 
What a predicament. Why then should they advise 
us to follow the pattern of a nation or of nations 
that cannot compare with us on any basis? Why 
then should they try to change a mode of life here 
in the United States when nothing better can be 
offered? What is it they have to offer? Let us take 
England, for example, for from there comes most 
of the impetus to change. It is England that has 
made the most abrupt change of all. First, according 
to authentic reports, only 250 persons in Great 
Britain have incomes of $14,000 or more after taxes 
are collected. Before World War II and the change 
to Socialism, 11,000 persons were over the $14,000 
income bracket. For this change, the Socialists are 
claiming an outstanding achievement. Second, a per- 
son in Britain formerly could jolly well choose 
where he would work, He could enjoy doing with 
his life what he chose, seeking his happiness and 
welfare where it might best be found. But what 
happened? A law was enacted, the notorious Control 
of Engagement Act, which states in effect that no 
man between the ages of 18 and 50, or woman be- 
tween the ages of 18 and 40, can change occupation 
at will. The Minister of Labor has the power to 
direct such workers to the employment he considers 
best for the national interest. Third, the Briton’s 
home was his kingdom. Now 10,000 officials in 
Great Britain have the power to enter private homes 
for inspection without search warrant. All this when 
war does not exist, when the nation is at peace. 


Fourth, as to the status of medicine, we as medi- 
cal men all are well aware of the catastrophe that 
has befallen England. But listen to a layman. Mr. 
Harold Stasseni in a recent article in Readers Digest 
reported the following: During the first year of so- 
cialized medicine, the death rate in Britain went up 
rather sharply, industrial absenteeism because of 
illness was higher than in preceding years, there 
was a serious breakdown of hospital and medical 
care for elderly people. “The abrupt deterioration in 
the treatment of the sick is serious enough,” said 
Stassen, “but the effect ofthe national health pro- 
gram on preventive medicine is tragic. Public 
Health work, measures for the prevention of dis- 
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eases, either in existence or planned, have been re- 
tarded and even abandoned.” 


These reasons—and many more could be added 
—are reason enough why we must not allow Uncle 
Sam to get any more treatment from the economic 
planners. 


The proponents of this planned economy have 
seen fit to advise Uncle Sam that to make him a 
healthier chap, he should adopt the scheme of so- 
cialized medicine as used in England, and thereby 
provide himself and all his children with every 
medical and hospital care necessary. They spout the 
false propaganda that then everyone would immedi- 
ately get all of the medical care he had not been 
able to provide for himself, and free—at government 
expense. These propagandists tell us that the Ameri-- 
can people are not provident enough, nor intelligent 
enough to provide this care for themselves, as it 
is too costly. They make much of a statement that 
five billion dollars was spent in one year for medi- 
cal care. However, they do not tell the people that 
eight billion was spent for liquor in one year, and 
four billion dollars for cosmetics. Neither do they 
tell us that our national income is equal to the 
combined national incomes of the next six nations 
(both before and since the last war). Nor, do they 
tell us that our workers can buy with their wages 
two times as much food, clothing, housing, travel, 
entertainment, education for their children as can 
workers at similar jobs in England, Sweden or 
Switzerland; and five times as much as in Russia. 
They do not tell us that we were the only nation 
that was able to arm itself adequately to meet the 
Axis powers; that we were the only nation that was 
able and is still able to lend liberally to our allies 
in that war; or that we are the only nation now 
able to lend its help to its neighbors. 

No, they do not tell us all this when they try to 
propagandize the people about the cost of medical 
care. They have misused figures about the health of 
our nation. They have used the number of draft 
rejections as a basis for their theory that if we 
had compulsory health insurance, all of our young 
men would be physically fit for the draft. They did 
not reason very well, for the figures showed that 
only a small number had defects that were remedial. 
There was no recognition by them that the medical 
profession by no means was liable for the loss of 
arms, eyes, legs, hands, or for the mental defici- 
encies and illiteracy that caused a large percentage 
of rejections. 

The medical profession wants to be able to give 
good medical care. We want the people in the United 
States to get all the medical care necessary. We want 
them to continue to get the good care they have been 
getting and even to improve that care, if possible. 
We want hospital care available to people when 
necessary. We want the high standard*of medical 
school training continued. We want the continuation 
of the inspiring medical research that is going on. 
The question is, how best can this be accomplished ? 
What are the barriers, if any, that hinder people 
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from getting necessary medical and hospital treat- 
ment? Can these barriers be removed by a program 
of compulsion without breaking down the present 
good system? Can the present system be improved 
by one of compulsion, or should we stand on our 
record of achievement that has given the people of 
the United States as good medical care as can be 
given in any country of the world, and by a free 
enterprise system? 

It is the opinion of organized medicine, well 
based on facts, that no critical condition exists in 
America which calls for such a revolutionary change 
in the mode of practice as is suggested by our 
President. It is the opinion of organized medicine, 
now shared by many other groups, that the type of 
«medical care that could be given by compulsory 
payment, controlled by the government, would be 
inferior medical care, and that it would gradually 
deteriorate the quality of the system. It was the con- 
clusion of the Brookings Report that no crisis ex- 
isted in the health conditions of our nation that 
would call for such change in the American way 
of living. The report is summed up with the state- 
ment, “The United States is among the: most health- 
ful nations in the world.” 

Let us look at the health record of the United 
States. . 


First, the average life span. has almost doubled 
since Uncle Sam was born. The life expectancy, 
based on insurance actuarial studies, is now 67 
years against a former 38. 


Second, there has been a 40 per cent reduction 
in the average death rate since 1900, which means a 
saving of almost a quarter million lives a year, due 
to our progress in 50. years. 

Third, infant mortality rate has been reduced one- 
half in the last 25 years. 

Fourth, over half of the more than four million 
babies born in 1948 will be alive at the age of 72, 
according to actuarial studies, whereas 50 years ago 
only one-half would be alive at the age of 58. 

Fifth, maternal death rate has been reduced four- 
fifths in the last 25 years. 

Sixth, the following diseases that once ravaged 
the American people, have been virtually wiped out, 
or the mortality from them is negligible: smallpox, 
scarlet fever, typhoid fever, malaria, whooping 
cough, infant diarrhea. 

Seventh, effective treatment is available for dis- 
eases such as diabetes, pneumonia, pernicious 
anemia. 

Eighth, the operative mortality in many cases has 
been reduced by better trained medical personnel 
and better hospitalization. The new operative treat- 
ments for many conditions that formerly were al- 
most always fatal are now reassuring. 

Ninth, the elevation of the standards of hospitals 
is one outstanding achievement. Their inspection 
and accrediting assures the public of safe care. 
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Tenth, the eradication of substandard medical 
schools and the elevation of standards of existing 
medical schools has made for better prepared medi- 
cal graduates. 


Eleventh, the war against quacks in medicine, 
and against the dangerous nostrums (now con- 
trolled by the Food and Drug Act) is to the credit 


of organized medicine. 


A survey of these facts should be most reassuring. 
The story is one of progress on all fronts, and it 
is really most remarkable. We admit that there are 
problems of medical care that do exist in certain 
parts of the United States, but they are not of such 
character as to justify a radical change in the policy 
of carrying on our system of medical and health 
care that has such a record to its credit as I have 
just recited. No, there is no health crisis! 


There is another side to the problem of medical 
care in addition to the medical aspect, and that is 
a very important phase of the whole problem. That 
is the financial one. There is no doubt that the aver- 
age American has had reason to fear the financial 
burden of unpredictable, extensive medical and hos- 
pital care, especially hospital and surgical costs. 
There are two factors involved if the wage earner 
is the one afflicted. His earnings are stopped and 
his surplus is spent, if he is not protected by some 
form of insurance. Consciousness of the desirability 
of some protection against such inroads on the 
family budget has grown and is now widespread. 
Because of this consciousness, we now have thé 
hospital care insurance programs which have re- 
sulted in the Blue Cross organization. Now over 32 
million persons are protected from the catastrophic 
costs of sudden illness. 

The insurance companies followed the lead of 
the Blue Cross organization and started group hos- 
pitalization plans, and in addition in the last few 
years many people have been covered by consumer- 
sponsored organizations and by labor unions. The 
number of people now covered is estimated to be 
over 61 million. 

At about the same time the Blue Cross hospital- 
ization plans developed, group insurance to meet 
medical and surgical costs was instituted. The 
Michigan Plan, Kings County, Washington, Oregon 
plans, California Physicians’ Service, and many 
others are examples. To date over 35 million people 
have been insured by all types of organizations in 
this field. In 1948, the gain in this ‘type of coverage 
was nearly eight million. 

Many experimental types of policies have been 
tried by the companies that handle this type of cov- 
erage, in an attempt to properly cover the indivi- 
dual. We recognize, of course, that there is plenty 
of room for growth and development in both the 
hospitalization and medical and surgical care pro- 
grams, in the scope of their coverage and in their 
inclusions. Certain basic principles must be applied 
to all of these plans: 


1. The patient must get adequate medical and 
hospital coverage. 





May, 1950 


CASE HISTORY 


2. There must be free choice of physician. 

3. There must be protection against abuse of the 
plan by both the patient and the doctor. 

4. The plan must be basically sound financially. 

5. It must be a voluntary plan, not a government 
administered plan. 


As yet, no plan has been evolved that can include 
everyone. There are some people who will budget 
everything but the cost of sickness. Some cannot 
yet afford it. Others will not protect themselves if 
they can afford it. But, because no all-inclusive plan 
has been developed since such plans have been in- 
augurated is no reason why the government should 
take over and spoil all the plans that have been 
effected. Oscar Ewing admitted that if the govern- 
ment health plan were enacted, the Blue Cross and 
other plans would be forced out of business as a 
result. 


Private enterprise has to keep these plans on a 
sound financial basis; it cannot compete with a 
ready-spending government bureau. Many hastily 
promoted pension plans and health plans will sink 
under their own weight, or some of the services 
will have to be curtailed. Let us not be in too great 
haste to adopt some of the numerous plans that are 
being offered by some of our legislators. A certain 
hysteria has developed in Washington because of 
the impending threat of the bureaucratic schemes, 
but let us not be stampeded into accepting some 
plan which will finally result in the American pub- 
lic’s getting poorer medical care. 

I appeal ‘to the medical profession to stand firm 
on the gradual, careful planning by the parties that 
are interested in giving protection to the people. 
There should be conferences of the Blue Cross. Blue 
Shield groups, of the insurance groups and of the 
financial experts to the end that more people will 
finally be included in the plans, with perhaps longer 
coverage, and perhaps some deductible plan in 
which the patient would share in the initial expense. 
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All these variations are being tried, but so much 
pressure is being applied to them that the groups 
are becoming panicky and unable to think clearly. 
We should not. permit destruction of what has been 
accomplished in thése last 20 years. 

We know that Uncle Sam is sick. No one can deny 
that. Under the administration of a free-spending 
group of economic planners, we have been saddled 
with a national debt that our offspring will have a 
hard time paying off. Our foreign relations are in 
bad condition. Instead of being respected, we are 
held in ridicule. The bureaus in Washington are 
becoming too numerous and overlapping. We have 
too many people on government payrolls. What, 
then, should we do? 

We should alert ourselves to the fact that we have 
other responsibilities than that of caring for the 
sick. We should accept our duties as citizens as well. 
We should interest ourselves in civic affairs and pay 
more attention to some of the jobs we have dele- 
gated to others. We should be voters. 

We should sweep Washington clean of these 
elected officials who are planning to abolish our free 
enterprise system. We should see that the disloyal 
civil service employees in government service are 
discharged. We should replace these people with 
Americans who believe individual effort should be 
rewarded. We should stop unnecessary spending that 
is making the nation financially unsound. We men 
of medicine should be permitted to go on and de- 
velop better methods of caring for the sick, and, 
with competent help and consultation, be permitted 
to work out a voluntary prepaid health service so 
that every person who wishes to do so will be able 
to share in it. 

Yes, let us give Uncle Sam an injection of some 
of the Spirit of 1776, to the end that his drooping 
shoulders will be straightened, his head will be 
again held high, his back straight and once again 
with Liberty on his arm, he will march forward. 

241 East Santa Clara Street. 
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Newer Methods for Selection of Patients for 


Lumbar Sympathectomy 


Travis Winsor, M.D., Los Angeles 


SUMMARY 


The degree of vasodilatation achieved by 
various diagnostic methods (arterial occlu- 
sion, ganglionic block established by certain 
agents, lumbar sympathetic block, spinal an- 
esthesia, and indirect heating) was studied by 
means of the pneumo-plethysmogram as well 
as through readings of skin temperature and 
skin resistance. The data obtained were inter- 
preted as to their value in determining the 
type of patient with vascular disease for 
whom lumbar sympathectomy would be of 
noticeable benefit. Arterial occlusion proved 
itself a rapid and simple method which in 
most patients produced satisfactory results. 
As a rule, lumbar sympathectomy was effec- 
tive in patients who preoperatively had 
shown a positive response upon release of 
arterial occlusion. A negative response, that 
is, absence of significant increase in blood 
flow, does not necessarily indicate organic 


ijn importance of lumbar sympathectomy as a 
surgical procedure for the treatment of selected 
patients with peripheral vascular disease is by now 
fully recognized. This operation, however, does not 
in all instances lead to uniformly good results, and 
certain patients show no significant improvement 
while in others even an exacerbation of the disease 
can be noted. It is the purpose here to discuss cer- 
tain diagnostic methods which have proved helpful 
in a proper selection of patients for lumbar sym- 
pathectomy. 

The present report is based on a study of 150 
unselected cases; the youngest of the patients was 
18 years of age, the oldest 78; the average age was 
48 years. All experiments were conducted in a con- 
stant temperature room with a temperature of 25° 
C. + 1.5°. The conditions of these studies were 
rigidly controlled and have been described else- 
where.!! 

Various methods of investigation were employed 
simultaneously, including a study of vasomotor re- 
actions and blood flow” * by means of the pneumo- 

From the Department of Medicine, University of South- 
ern California Medical School, and the Nash Cardiovas- 
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disease, and cannot be taken to mean that 
lumbar sympathectomy would always be in- 
effective. Ganglionic block, using 2.6 di- 
methyl piperidinium bromide or tetraethyl- 
ammonium ion, was generally less reliable 
in indicating the probable results of sympa- 
thectomy than lumbar sympathetic block or 
indirect heating. Lumbar sympathetic block 
with procaine was followed by a greater in- 
crease in skin temperature and blood flow 
than spinal anesthesia, and permitted far 
more accurate conclusions as to the probable 
outcome of sympathectomy. Subsequent to 
indirect heating the plethysmogram showed 
characteristic differences depending on the 
degree of vascular disease present. From the 
effect of this simple, safe and painless method 
upon the relative blood flow to the toe it be- 
comes possible to arrive at a comparatively 
accurate estimate of the clinical benefit to be 
expected from lumbar sympathectomy. 


plethysmograph; continuous readings of skin tem- 
peratures were taken with an electronic recorder, 
arid sweating was measured with a dermom- 
eter.® 7 8: 10 Vasomotor changes resulting from ap- 
plication of one or several of the following test 
methods were noted: (1) arterial occlusion; (2) 
blocking of the autonomic ganglia by certain chem- 
ical agents; (3) lumbar sympathetic block; (4) 
spinal anesthesia, and (5) indirect heating. 

Of the total number of subjects examined, 52 
were normal, while in 98 peripheral vascular dis- 
ease was found to be present. In this latter group 
arteriosclerosis obliterans was noted in 86 per cent 
and thromboangiitis obliterans in 14 per cent. On 
the basis of clinical observations and independent of 
the precise nature of the vascular involvement, two 
sub-groups were established: In 60 patients (of a 
total of 98) arterial disease was described as mod- 
erate, without ulceration of the digits; in the re- 
eaining 38, pronounced arterial disease with ulcera- 
tion was observed. 

Lumbar sympathectomy was performed in 25 
instances, and the patients were observed before as 
well as after operation; the diagnosis in 16 cases 
was moderate and in eight cases pronounced arte- 
rial disease; and in one case it was hereditary 
lymphedema without arterial disease. In all in- 
stances of lumbar sympathectomy at least the sec- 
ond and third lumbar ganglia were removed. 
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Several methods for the determination of the de- 
gree of vascular disease were tested in order to 
establish their reliability as indicators of the benefit 
which may be expected from lumbar sympathec- 
tomy. Arterial occlusion was performed in half the 
number of all individuals studied, whenever feasible 
for a period of 15 minutes; in many cases, however, 
it proved impossible, on account of the patient’s 
condition, to apply this method longer than five 
minutes. Of 75 subjects, 52 had arteriosclerosis 
obliterans or thromboangiitis obliterans of the ex- 
tremity, while the remaining 23 were normal. Two 
patients suffered injury at the site of arterial occlu- 
sion, and in an equal number the test could not be 
completed by reason of pain caused by the proce- 
dure. In all 25 instances in which lumbar sympa- 
thectomy. had been performed the effect of arterial 
occlusion was studied seven to 14 days after the 
operation. 

The following technique was employed in order 

to produce arterial occlusion: The patient was 
placed in the supine position and the limb was ele- 
vated for 30 seconds. A blood pressure cuff was 
applied above the knee and inflated to 60 mth. of 
mercury above systolic pressure. The limb was then 
returned to the horizontal position. After five or 
possibly 15 minutes the cuff was suddenly released. 
The blood flow of the toe was recorded every 15 
seconds until a maximum flow was reached. This 
method is simple as well as efficient, but the data 
obtained will prove reliable only if the test is con- 
ducted under ideal experimental conditions, because 
a startling sound, pain, anxiety, and chilling of body 
surfaces are apt to decrease the flow of blood. 
_ On the basis of observations following arterial 
occlusion for a period of five minutes, three types 
of reactions could be distinguished; in normal sub- 
jects the total blood flow increased rapidly after the 
occluding cuff had been released, and only little 
change in the skin temperature of the toe was ob- 
served. Among patients with moderate vascular dis- 
ease the same response occurred, yet to a lesser de- 
gree. Among those with pronounced vascular dis- 
ease little or no change occurred in either blood flow 
or skin temperatures. When the skin temperature 
changes were compared with changes in blood flow 
following release of the arterial occlusion it was ap- 
parent that definite increases in blood flow were 
usually accompanied by insignificant increases in 
skin temperature. Thus the plethysmographic 
method of evaluating the effects of arterial occlu- 
sion was much more sensitive than the measurement 
of skin temperature. 


An increase in blood flow following arterial oc- 
clusion suggests that lumbar sympathectomy would 
be beneficial; in cases in which this diagnostic 
method, properly performed, results in only a small 
increase of the flow or fails to have any effect, it 
has been concluded that the operation would be of 
questionable benefit. 


Exceptions to this rule are patients who have 
intense vasospasm not accompanied by any signs of 
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organic vascular disease. In these cases arterial oc- 
clusion may be followed by only a small increase in 
the blood flow while, on the other hand, lumbar 
sympathetic block as well as lumbar sympathectomy 
result in a definite increase of the blood flow. 

In the 24 patients with arterial disease who were 
subjected to lumbar sympathectomy the rate of 
blood flow obtained preoperatively through arterial 
occlusion of five minutes’ duration was compared to 
that established seven to 14 days after operation. It 
was found that in four cases the rate had increased, 
while in 16 others the figures were unchanged, and 
in the remaining four the blood flow was postopera- 
tively lower than preoperatively. Similarity of the 
figures resulting from preoperative arterial occlu- 
sion and observations following lumbar sympathec- 
tomy may, however, be due to different physiologic 
processes: Release of the occlusion cuff may pro- 
duce an increase in flow to the deeper tissues of the 
digit, while lumbar sympathectomy may result in an 
increased flow to the skin.® 

Arterial occlusion has been made the basis of 
another clinical method of determining the degree 
of vascular disease in a limb. Less time elapses in 
healthy limbs before the extremity becomes erythe- 
matous after release of the cuff than when organic 
disease is present. It is, however, difficult to time 
accurately the appearance of erythema following 
release of the cuff, and in the present study this 
method was therefore not considered reliable in 
estimating the effect of sympathectomy. 


Ganglionic block was produced in 15 subjects in 
order to observe the peripheral vascular effect of 
this procedure and to evaluate its usefulness in the 
selection of patients for lumbar sympathectomy. 
The quaternary amine, SC 1950 (2.6 diethyl pipe- 
ridinium bromide) * was employed in all instances, 
and in some cases an additional test was made with 
tetraethylammonium ion (Etamon®).!:4 SC 1950 
was administered by slow intravenous injection, the 
dose amounting to 0.5 mg. per kilogram of body 
weight. 

In nine of these 15 cases it was possible to ex- 
amine the patient seven to 14 days after lumbar 
sympathectomy, and thus to compare the postopera- 
tive values with the data obtained through preopera- 
tive ganglionic block. In this sub-group the diagno- 
sis in eight instances was advanced arteriosclerosis 
obliterans, while in one instance it was early throm- 
boangiitis obliterans. Upon ganglionic block the 
skin temperature of the toes rose in this last men- 
tioned patient from 28° to 34° C., and the corre- 
sponding total blood flow increased from 1.0 to 8.0 
cu. mm. per 5 cc. per second.. These observations 
suggested that lumbar sympathectomy would be of 
value in this case, and definite clinical improvement 
followed the surgical procedure. Fourteen days post- 
operatively the skin temperature was 34.5° and the 
blood flow 10 cu. mm. per 5 cc. per second. All 
eight patients with advanced obliterative arterio- 
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sclerosis of the limb showed also greater increase in 
skin temperature as well as in blood flow seven to 
14 days after sympathectomy than they had shown 
following injection with SC 1950. The increase fol- 
lowing preoperative ganglionic block produced by 
tetraethylammonium ion (Etamon) was similarly 
lower than the postoperative readings. 

The peripheral vascular effect of blocking of the 
autonomic ganglia with SC 1950 or Etamon is 
smaller than that immediately following lumbar 
sympathectomy. This finding may be explained 
through the fact that ganglionic block results in 
generalized vasodilatation, and the blood is thus 
shunted away from the diseased limb.° 

It may be advisable to report concomitantly on 
the diagnostic value of lumbar sympathetic block 
and of spinal anesthesia, using procaine. Forty pa- 
tients with arteriosclerosis obliterans were studied 
by either the one or the other of these methods. 

Lumbar sympathetic block was produced by in- 
troducing one, two or three needles in the region of 
the second, third or fourth lumbar ganglia, and 10 
cc. of a 2 per cent procaine solution was injected at 
one or all of these sites. This procedure is reason- 
ably painless and leads in the majority of cases to 
satisfactory results. It is, however, advisable to per- 
form lumbar sympathetic block in the clinic or the 
hospital, as the danger of infection, neuritis, and 
various reactions to procaine can never be entirely 
excluded. 

Dryness of skin occurring within 10 or 20 min- 
utes after injection was taken as a sign that the 
block had been successfully established. Blood flow 
to the skin was estimated from the skin temperature 
and digital flow recorded in the plethysmogram. 
Readings of the dermometer proved of considerable 
value, as the absence of sweat following procaine 
injection signified a lowering of the skin resistance 
and indicated in turn that infiltration of the sym- 
pathetic ganglia had been achieved. 

A submaximal increase in the skin temperature as 
well as of the peripheral flow following lumbar sym- 
pathetic block constitutes evidence suggestive of 
organic arterial disease. In ten instances, lumbar 
sympathectomy was subsequently performed, and it 
was thus possible to compare the results of preop- 
erative lumbar sympathetic block with the effects of 
operation, seven to 30 days after operation. It devel- 
oped that in all those cases in which the lumbar sym- 
pathetic block was not followed by a significant fall 
in systemic blood pressure, the measurements of 
blood flow as well as the readings of skin tempera- 
ture were similar subsequent to lumbar sympathetic 
block and following lumbar sympathectomy. 

Spinal anesthesia was studied in five patients who 
later were subjected to lumbar sympathectomy, but 
its diagnostic value proved to be inferior to that of 
lumbar sympathetic block. Spinal anesthesia effected 
by slow injection of 100 mg. of procaine, was per- 
formed by a trained anesthetist, and a satisfactory 
level of skin anesthesia resulted in all cases. How- 
ever, rise in skin temperature and blood flow of the 
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affected limb as well as the amplitude of pulsation 
as recorded in the plethysmogram were far less pro- 
nounced than following satisfactory lumbar block. 

This relatively poor effect of spinal anesthesia upon 
the blood flow in the toe can in all probability be 
traced to vasodilatation in both lower extremities 
combined with.a fall of the systemic blood pressure. 
Such an effect is obviously less desirable than vaso- 
dilatation restricted to a single limb, while at the 
same time the systemic blood pressure remains at 
the pre-injection level. 

The following experiment may exemplify the lim- 
ited degree to which spinal anesthesia produces 
vasodilatation. A patient with partial occlusion of 
the femoral artery had an initial rate of blood flow 
in the toe of 0.5 cu. mm. per 5 cc. per second. After 
spinal anesthesia the rate of flow doubled. Gangli- 
onic block using SC 1950 reduced the flow to 0.1 
cu. mm. per 5 cc. per second, a fact probably due to 
the so-called borrowing-lending phenomenon.® Lum- 
bar sympathetic block produced a rise of blood flow 
to 2.5 cu. mm. per 5 cc. per second, while following 
arterial occlusion of five minutes’ duration the flow 
increased to 3.5 cu. mm. 


INDIRECT HEATING 


A new method for the selection of patients for 
lumbar sympathectomy has been developed at the 
Nash Cardiovascular Foundation. It is an estab- 
lished fact that heat exerts a definite influence upon 
the blood flow to the extremities. Yet, up to the. 
present the effects of body heating have usually been 
recorded by measuring the skin temperature. In this 
manner, merely an approximate estimate of blood 
flow to the extremity could be obtained, as the skin 
of the digit responds only slowly to the application 
of heat to the body. By means of the plethysmo- 
gram it has now become possible to ascertain the 
finer, often rapidly changing details of total blood 
flow to the digit. The data obtained through this 
simple, safe and painless method serve as a basis 
for the evaluation of the state of peripheral circula- 
tion, and permit an estimate of the probable out- 
come of lumbar sympathectomy. 

The patients treated with indirect heat may be 
arranged into three groups: (1) Patients without 
arterial disease; (2) patients with organic arterial 
disease without ulceration of the extremity; and (3) 
patients with organic arterial disease with ulcera- 
tion of the extremity. If possible, the degree of peri- 
pheral vasodilatation was studied prior as well as 
subsequent to lumbar sympathectomy. 

Two double-sized electric pads were applied to 
the body of the patient. The vasomotor reactions fol- 
lowing indirect heating were studied by means of 
continuous tracings of the plethysmograph as well 
as of the electronic recorder of skin temperature, 
while the relative blood flow to the toe was calcu- 
lated at periodic intervals. : , 

The plethysmogram was analyzed with special at- 
tention to the pulse wave which was recorded on 
photographic film traveling at the same rate of speed 
as that of the standard electrocardiograph, and also 
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in relation to the alpha, beta and gamma waves, 
which were recorded on film traveling at the rate of 
four inches per minute. The relative toe flow was 
calculated from the slant of the base line of the 
plethysmogram, which in turn represented the rate 
of swelling of the toe following venous occlusion at 
the ankle.* 

Among 20 normal individuals, resting in a com- 
fortable environment, the pulse, respiration, alpha 
and beta waves occurred 76, 14, 6 and 1 times per 
minute, respectively. Gamma waves were observed 
at a frequency of less than one cycle per minute. A 
study of the plethysmogram of ten normal individ- 
uals at different body temperatures gave the follow- 
ing results: Body cooling was attended by lowering 
of the pulse, respiration, alpha, beta and gamma 
waves, combined with a reduced relative toe flow. 
Body heating, on the other hand, produced high 
pulse waves with a prominent dicrotic notch, com- 
bined with small alpha, beta and gamma waves, and 
an increase of the relative toe flow. Intermediate de- 
grees of body heating resulted in pulse waves of 
variable amplitude and large alpha, beta and gamma 
waves. 

The influence of indirect heating upon a patient 
without arterial disease is presented in Figure 1. 
This patient, a 17-year-old girl, entered the hospital 
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because of edema of the legs of eight years’ dura- 
tion. A diagnosis of hereditary lymphedema was 
made. The arterial systolic blood pressure gradients, 
oscillometric readings and peripheral pulsations 
were normal. With the patient resting in a warm, 
comfortable environment (Figure 1-A) the pulse 
waves were of variable amplitude, and there ap- 
peared distinct modifications in digital volume. This 
variability is entirely normal for a slightly warm, 
relaxed individual. The filling and emptying of the 
toe with blood (alpha and beta waves—Figure 1-A) 
represent in all probability vasomotor changes nor- 
mally occurring in the process of regulation of body 
temperature. The relative toe flow was 5.0 cu. mm. 
per 5 cc. per second. Body heating for 30 minutes 
(Figure 1-B) resulted in an increase in the ampli- 
tude of pulse waves and at the same time in a de- 
crease in the amplitude of alpha and beta waves, 
indicating a high degree of vasodilatation. The rela- 
tive toe flow rose to 21.5 cu. mm. per 5 cc. per sec- 
ond. Bilateral lumbar sympathectomy was _per- 
formed against advice. The patient was again ob- 
served three years later, and the plethysmogram at 
that time (Figure 1-C) showed pulse waves of high 
amplitude, in combination with small alpha and beta 
waves; the relative toe flow was 13.0 cu. mm. per 5 
cc. per second. These findings, especially the ab- 
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Figure 1.—Influence..of body heating and lumbar sympathectomy. on vasomotor activity and blood flow of the toe 


in a patient without arterial disease. 


Evidence of normal vasomotor activity suggested that lumbar sympathectomy 
would effectively increase the circulation to the extremity. 
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sence of spontaneous variations in toe volume, as 
apparent in the smallness of the alpha and beta 
waves, demonstrated that sympathectomy had been 
effective in decreasing vasomotor activity in the 
toes, and that this result persisted even after a pe- 
riod of three years. 


Twelve patients with moderate arterial disease 
were examined by applying indirect heat, and in all 
instances it was found that lumbar sympathectomy 
resulted in moderate clinical improvement. This type 
of reaction is exemplified in Figure 2. A 34-year-old 
man with moderate arterial disease entered the hos- 
pital one and one-half years after fracture of the 
right leg. Examination showed definite skin changes 
with erythema and atrophy of the tissues of the 
toes. The right leg was three degrees cooler than 
the left. Pulsations in the right dorsalis pedis and 
posterior tibial arteries were absent. The plethys- 
mogram of the second toe, right, with the patient 
resting in a comfortable environment, showed small 
pulse waves with little evidence of vasomotor activ- 
ity. The relative toe flow amounted to 2.4 cu. mm. 
per 5 cc. per second (Figure 2-A). After body heat- 
ing, the amplitude of the pulse waves increased four 
times and respiratory, alpha and gamma waves be- 
came apparent. The relative toe flow rose to 6.0 cu. 
mm. per 5 cc. per second (Figure 2-B). This in- 
crease in the amplitude of the pulse wave and the 
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small increase in the relative toe flow together with 
the evidence of slight vasomotor activity suggested 
that moderate improvement could be expected from 
lumbar sympathectomy. An examination on the 
seventh postoperative day (Figure 2-C) demon- 
strated that the pulse waves were higher than they 
had been with the patient resting in a comfortable 
environment before body heating had been applied; 
the relative toe flow amounted to 5.4 cu. mm. per 5 
cc, per second, Clinically the patient was moderately 
improved. 

The influence of body heating upon the plethys- 
mogram of patients with organic arterial disease 
and ulceration of the extremity was studied in eight 
cases in which lumbar sympathectomy was subse- 
quently performed. The pattern of cases of this type 
is exemplified in Figure 3. The plethysmogram of a 
58-year-old female with extensive arteriosclerosis 
obliterans of the popliteal artery combined with 
ulceration of the digits, made while the patient was 
resting in a comfortable environment, showed no 
pulse waves and no evidence of vasomotor activity. 
The relative toe flow was only 1.4 cu. mm. per 5 cc. 
per second (Figure 3-A). After 15 minutes of body 
heating, small beta waves were seen and the relative 
blood flow in the toe increased to 4.2 cu. mm. per 
5 cc. per second (Figure 3-B). After 30 minutes of 
body heating vasomotor activity disappeared again, 
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Figure’ 2.—Influence of body heating and lumbar sympathectomy on vasomotor activity and blood flow of the toe 
in a patient with moderate arterial disease following fracture of the right leg. Evidence of moderate vasomotor activ- 
ity was present, and a fair degree of improvement was noted following lumbar sympathectomy. 
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and the relative blood flow in the toe decreased to 
2.8 cu. mm. per 5 cc. per second, probably due to 
the borrowing-lending phenomenon? (Figure 3-C). 
These findings led to the conclusion that lumbar 
sympathectomy would not be of great help in this 
case. However, an operation was performed against 
advice. Plethysmographic : studies, 30 days post- 
operatively, presented no evidence of vasomotor 
activity. The relative blood flow in the toe was only 
3.0 cu. mm. per 5 cc. per second (Figure 3-D). As 
the patient’s condition was not improved by lumbar 
sympathectomy, the leg had to be amputated three 
months later. 

In none of the eight patients who, under the influ- 
ence of indirect heating, produced a plethysmogram 
of this type did lumbar sympathectomy result in 
satisfactory clinical improvement. Subsequent am- 
putation became necessary in two cases; one patient 
had an ulcer which refused to heal in more than 
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one year’s time; in five other instances no es- 
sential changes were noted following lumbar sym- 
pathectomy. 

On the basis ‘of a comparison of the three types of 
plethysmograms with the therapeutic effect obtained 
in each group through lumbar sympathectomy, the 
following conclusion seems to be warranted: The 
appearance of large alpha and beta waves in the 
course of body heating indicates the presence of an 
active vasomotor response and suggests that lumbar 
sympathectomy may materially increase the blood 
flow through the digits. Conversely, the absence of 
these waves following body heating suggests that 
lumbar sympathectomy would be of little benefit. 


DISCUSSION 


Plethysmographic studies are of great aid in the 
proper selection of patients for lumbar sympathec- 
tomy. In this respect it is of special importance that 
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Figure 3.—Influence of body heating and lumbar sympathectomy on vasomotor activity and blood flow of the toe 
in a patient with advanced obliterative arteriosclerosis of the popliteal artery. There is little evidence of vasomotor 


activity-and the results of sympathectomy were poor, 
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by this method it becomes possible to compare and 
evaluate the results obtained through various diag- 
nostic procedures, as for instance arterial occlusion, 
ganglionic block, lumbar sympathetic block, spinal 
anesthesia, and indirect heating. 


The plethysmograph is designed to measure the 
changes in the volume of an organ, and it is thus 
possible to estimate the total flow through that part, 
and not only the flow through the skin alone, as it 
is the case when merely the skin temperature is 
recorded. It happens occasionally that following 
lumbar sympathetic block the skin temperature of 
the digit rises while at the same time the plethys- 
mogram remains essentially unchanged and the total 
flow, therefore, is not increased. Such findings sug- 
gest that under the influence of lumbar sympathetic 
block the distribution of the blood supply, but not 
the volume of the flow, has been modified, thus de- 
priving the deeper tissues of the toe in order to 
increase the superficial blood circulation. 


Many factors have to be taken into consideration 
in the interpretation of the plethysmogram, as iden- 
tical wave forms may be due to entirely unrelated 
conditions. This applies especially to the psychic 
state of the individual. Tense, anxious, neurotic pa- 
tients usually. present plethysmograms with wave 
forms of low amplitude as well as a reduced volume 
of blood flow, characteristic of vasoconstriction. The 
plethysmogram of a relaxed, normal individual, at 
ease in a comfortable warm environment, on the 
other hand, shows large wave forms of variable 
sizes, indicating labile vasomotor activity. Transi- 
tory disturbances in the patient’s environment such 
as irritating noises, drafts or chilling of body sur- 
faces are likewise apt to produce low wave forms 
similar to those encountered in patients with organic 
vascular disease. In this case, however, differential 
diagnosis usually meets no great difficulties. Once 
these extraneous factors have been excluded, for in- 
stance through the application of heat to the body 
of the patient, the plethysmographic wave forms 
return to a normal shape, provided of course, the 
patient is not suffering from organic vascular dis- 
ease. Sometimes the appearance of low wave forms 
can be traced to certain technical errors; faulty 
adjustment of the plethysmograph, for example, can 
lead to constantly substandard values, and a similar 
effect may also be brought about by incorrect meas- 
urement of the volume of the digit. Minor mistakes 
of this type are easily avoided by proper attention 
to detail. 


By use of the plethysmograph it has become pos- 
sible to evaluate the various diagnostic procedures 
available for the selection of subjects for whom 
lumbar sympathectomy may be of therapeutic bene- 


fit; but from the results obtained the conclusion is- 


suggested that no one single method is applicable to 
all individuals. Among patients presenting relatively 
healthy tissue of the extremities without abnormal 
cutaneous sensitivity, the method of. vasodilatation 
following arterial occlusion for a period not ex- 
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ceeding 15 minutes was employed with satisfactory 
results. In those cases in which peripheral vascular 
disease was still in its early stages, the increase in 
the relative rate of blood flow was rapid, indicating 
that lumbar sympathectomy could be expected to 
lead to pronounced improvement in the patient’s 
condition. Because of tenderness or disease of the 
tissues of the extremity it was in many cases con- 
sidered advisable to limit arterial occlusion to a 
period of five minutes. Increase of blood supply in 
the extremity following a shorter period of occlu- 
sion was smaller than when the flow had been ar- 
rested for a longer time. But when, after due allow- 
ance had been made for. this discrepancy, it was 
found that the rate of blood flow had satisfactorily 
increased following arterial occlusion, lumbar sym- 
pathectomy was generally recommended. Yet, when- 
ever the blood flow showed only a small increase 
after release of the occlusion cuff, it was decided 
that additional tests were required in order to ob- 
tain more definite data, and as a rule indirect heat- 
ing or lumbar sympathetic block were instituted. 


Evaluation of the effect of lumbar sympathetic 
block, as recorded in the plethysmogram, proved 
very helpful in the selection of patients for sympa- 
thectomy. This method, however, is not suitable for 
certain patients, especially debilitated or non-coop- 
erative individuals or those sensitive to procaine. 
Skin resistance in the toe was carefully measured 
before, during and after infiltration of the sympa- 
thetic ganglia, in order to ascertain whether the’ 
lumbar . sympathetic block had been successfully 
established. Whenever the plethysmogram demon- 
strates that the blood supply of the toe is consid- 
erably increased under the influence of lumbar sym- 
pathetic block, it may be expected that lumbar sym- 
pathectomy would be successful. 

Of all diagnostic procedures applied, spinal anes- 
thesia and ganglionic block using various agents 
proved least satisfactory. This finding is probably 
due to the fact that both methods lead to widespread 
vasodilatation. 

Peripheral vasomotor activity can be conveniently 
analyzed after existing vasoconstriction has been 
relieved through indirect heating. Good results of 
lumbar sympathectomy may be expected in those 
cases in which, under the influence of body heating, 
the plethysmogram shows pulse waves of high am- 
plitude with dicrotic notches, as well as prominent 
alpha and beta waves, combined with a high relative 
toe flow. Inasmuch as the alpha and beta waves are 
largely the result of sympathetic activity, it may be 
expected that whenever body heating leads to a 
greatly increased blood flow to the periphery, lum- 
bar sympathectomy will produce a similar effect. 
With the progress of vascular disease a decrease in 
the amplitude of all waves in the plethysmogram is 
noted, especially during body heating, and at the 
same time the clinical improvement of the patient 
following lumbar sympathectomy is less striking. 


The technical assistance of Grayce S. Fleming is grate- 
fully acknowledged. 
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Correction 


Table 2 in the article “Clinical Potassium Problems” 
which appeared in the March 1950 issue of CALIFORNIA 
MEDICINE contained an error. Item 6 in that table (page 136) 
under the heading “Mechanism of Shift in Potassium” read: 
“Shift from cells to serum with insulin therapy.” It should 
have read: “Shift from serum to cells with insulin therapy.” 
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Newer Insecticides and Scabicides 


C. J. Lunsrorp, M.D., Oakland 


SUMMARY 


Experimental and clinical data show that 
taking thiamine chloride internally protects 
against flea bites. Application of DDT pow- 
der to the breeding places of fleas controls 
infestation. 

Clinical data appear to show that the use of 
an ointment containing gamma isomer hexa- 
chlorocyclohexane is an effective and pleasant 
means of treating scabies. 


XPERIMENTS were conducted to determine the 

value of a number of substances purporting to 
repel or kill fleas when applied locally or given in- 
ternally. The fleas used were cat fleas* obtained 
from dogs. They were collected in test tubes and fed 
three or four times a day on the forearms of human 
volunteers. Each tube contained six to 12 fleas. They 
fed without hesitation when applied to the skin of 
untreated humans. 


LOCAL REPELLENTS 


Oil of Citronella—Camphor: Several subjects ap- 
plied oil of citronella and spirits of camphor to their 
forearms. The fleas were repelled and did not feed. 

Pyrethrum: A thin sprinkling of insect powder 
containing 0.7 pyrethrum was dusted on the fore- 
arms of two subjects. The fleas were repelled after 
five minutes of feeding and were listless for 24 
hours and would not feed; but they recovered. The 
forearms of two other subjects were sprinkled more 
heavily with the powder. The fleas were not ob- 
served to feed, but all died in 24 hours. 

Army 6-12 (2 ethylhexane diol 1-3) was applied 
to three subjects. The fleas were repelled and most 
died within 24 hours. 


DDT Powder (7.5 per cent DDT) was applied to 
two subjects. Fleas would not feed after five minutes 
and died in four hours. 


Shaffer, Spencer and Blank® in October 1948 re- 
ported that 39 of 41 patients with flea or bedbug 
urticaria were clinically cured following a month’s 
. treatment using 5 per cent DDT in calamine lotion 
or powder. This was applied three times daily to 
the patient’s skin. At the same time 5 per cent DDT 
in Flit® was sprayed about possible breeding places 
matology vefore the Section ea Dermatology and Syphil- 


ology at the 78th Annual Meeting of the California Medical 
_Association, Los Angeles, May 8-11, 1949. 


* Supplied by M. A. Stewart, Ph.D., of the Department 
of Parasitology, University of California, Berkeley. 


in rooms and basement. The authors reported no 
case of contact dermatitis from its local use. , 


Thus there is both experimental and clinical evi- 
dence of the efficiency of DDT when used against 
fleas. The author has had no personal clinical expe- 
rience in its local use. 


INTERNAL REPELLENTS 


Quinine: Eight tubes of fleas were fed on four 
subjects given five grains of quinine sulfate three 
times a day for three days. At the end of 36 hours 
90 per cent of the fleas were dead. 


Thiamine Chloride: In July 1945 Eder? reported 
on the use of thiamine chloride given internally as 
a preventative of flea bites. He gave 10 mg. three 
times a day to infants, with double and quadruple 
that dose to older children and adults. He reported 
no failures. 


Because of that report and communications from 
certain dermatologists in the San Francisco Bay area 
that that vitamin would protect not only humans but 
cats and dogs from flea bites, experiments with use _ 
of the substance were carried out. 


One subject was given 100 mg. of thiamine chlo- 
ride, intramuscularly. One-half hour later fleas fed. 
Six hours, 10 hours and 22 hours later fleas were 
repelled and would not feed on either the subject or 
on four other subjects who had not taken thiamine 
chloride. Two days later fleas fed on the original 
subject. 


Four subjects were given 100 mg. of thiamine 


- chloride intramuscularly at 11:00 a.m., 4:30 p.m. 


and 10:30 a.m. the next day. At 1:00 p.m. fleas were 
planted on all subjects and fed for five minutes, 
then quit feeding. At 8:00 a.m., 9:00 a.m. and 3:00 
p-m. the next day the fleas would not feed. At the 
end of 48 hours most of the fleas were dead. The 
fleas that remained alive fed. 


Seven test tubes of fleas were fed on three sub- 
jects given 100 mg. of thiamine chloride by mouth 
three times a day. At the end of six hours the fleas 
fed reluctantly. At subsequent plantings they fed for 
not more than five minutes and were inactive. At 
the end of three days most of them were dead. 

This experiment indicates that at first fleas are 
repelled but later feed and die when planted on pa- 
tients given thiamine chloride. 

Fleas were fed on four individuals with a history 
of flea sensitivity. Reactions typical of flea bite de- 
veloped. After three doses of 100 mg. of thiamine 
chloride had been given, fleas were again fed .on 
the subjects. The subsequent effect was either a less 
severe reaction or none at all. 
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The question arises as to whether this lowered 
reactivity was due to the désensitizing or the repel- 
lent action of thiamine chloride. 


COMMENT 


During the last two or three years the author has 
observed fewer: cases of flea urticaria in the office 
than formerly. Also, M. A. Stewart, Ph.D., of the 
department of parasitology of the University of 
California at Berkeley has communicated that since 
the universal use and efficiency of DDT in the breed- 
ing places of fleas, it is difficult to obtain them for 
experimental purposes. That, plus the experimental 
and clinical data, makes it appear that flea infesta- 
tion can be held to a minimum by the appropriate 
use of DDT. 

SCABIES 


Since the parasite causing scabies was described 
by Cosimo Bonano,. Leghorn, Italy, in 1687 there 
had been no real improvement in treatment until the 
resurrection of benzyl benzoate about 10 years ago. 
Until that time sulfur in various forms had been 
used. It was efficient, but had the disadvantage of 
taking several days to administer, was messy and 
had a disagreeable odor, and produced contact der- 
matitis in a large percentage of cases. 

When benzyl benzoate was reintroduced the 
author gave it a trial. The formula used contained 
about equal parts of benzyl benzoate, soft soap and 
alcohol. It is more pleasant to use than sulfur, is as 
efficient, does its work in 24 hours, and produces 
dermatitis in a much smaller percentage of cases 
than does sulfur. Some patients, particularly infants, 
complain of burning when it is applied. All in all, 
the author has found it to be greatly superior to 
sulfur in any form in the treatment of scabies. 

In May 1948 Wooldridge* reported on the treat- 
ment of scabies with the gamma isomer of hexachlo- 
rocyclohexane. Seventy-two infected patients vary- 
ing in age from eight weeks to 82 years were treated ; 
95 per cent were cured with a single application in 
a 24-hour period. Secondary infection had no effect 
on the results of treatment. Only one case of irrita- 
tion was observed, and on patch testing this was 
found to be due to the perfume used in the base. 


NEWER INSECTICIDES AND SCABICIDES 351 


In October 1948 Cannon and McRae! reported 
comparable results using the same drug. An oint- 
ment containing the drug has been put on the mar- 
ket under the name of Kwell Ointment.® It contains 
1 per cent of the active ingredient in a perfumed 
base. The author has used it on about a dozen 
patients. In no case has the treatment had to be 
repeated. No irritation has been observed in infants, 
children or adults. The author’s impression is that 
it is superior in every sense to any other drug he 
has used in the treatment of scabies. 


BEDBUGS 


From the report of Shaffer, Spencer and Blank* 
it would seem that DDT is the drug to use against 
bedbug infestations. 


MOSQUITOES 


Eder’s? use of thiamine chloride was based on its 
use by Shannon in the successful prevention of mos- 
quito bites. It would seem, then, that thiamine chlo- 
ride is the preparation to use if one is in a mosquito 
zone. The author has had no experience in its use. 
Another physician, however, in a personal commu- 
nication said that when he used thiamine chloride 
because of fleas he found not only that it was effec- 
tive against those insects but that mosquitoes no 
longer bit him. 

LICE 


The author has had occasion to treat only one 
patient for infestation with lice in several years. 
DDT dusting powder was promptly effective. The 
Army found DDT highly effective in the manage- 
ment of lice infestations. 

3115 Webster Street. 
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Indications for Pulmonary Resection in 
Infants and Children 


Joun C. Jones, M.D., Los Angeles 





SUMMARY 


Improvements in anesthetic and surgical 
techniques, and the availability of antibiotic 
drugs have made pulmonary resection a safe 
procedure for even newborn and very ill in- 
fants when it is necessary for treatment of 
bronchiectasis, abscess of the lung, tumors, 
and congenital cysts, both infected and non- 
infected. 

In a series of 34 infants and children upon 
whom lobectomy or pneumonectomy was 
done, all were cured of the disease which 
dictated the operation. There were no deaths. 





con usual indications for pulmonary resection in 
infants and children are now rather broad and 
include bronchiectasis, lung abscess, congenital 
cysts both infected and non-infected, and tumors. 
With the development of improved anesthetic and 
surgical techniques, these indications have been ex- 
tended to include newborn infants. In addition, the 
employment of antibiotics has considerably reduced 
the mortality and morbidity of operation. What 
appears to be radical operation can now be carried 
out with little risk and no deformity. 


The most common indications for resection of a 
lobe or lobes of the lungs are bronchiectasis and 


chronic abscess. Of 34 lung resections carried out ° 


at the Children’s Hospital in the last six and one- 
half years, approximately 70 per cent were because 
of such lesions. Identified foreign bodies were re- 
covered from the bronchi in only six of the 24 cases 
in which resection was carried out for bronchiec- 
tasis, but it is believed a number of other patients 
had disease caused by an unrecognized foreign body 
which had disintegrated or had been coughed up. 
Post-tonsillectomy and aspiration lung abscesses, 
chronic lung infections following acute infectious 
diseases and chronic pulmonary atelectasis were the 
factors in the remainder of the patients with sup- 
purative lesions. Six pneumonectomies and 18 lobec- 
tomies were carried out in the treatment of these 
patients. Conservative treatment had not relieved 
them and progressive destructive lesions of the lung 
dictated pulmonary resection. 


Congenital cysts of the lung were the second most 
common indication for pulmonary resection in in- 


Presented before the Section on Pediatrics at the 78th 
Annual Session of the California Medical Association, Los 
Angeles, May 8-11, 1949. 

From the Department of Thoracic Surgery at the Chil- 
dren’s Hospital, Los Angeles, and the School of Medicine 
of the University of Southern California. 


fants and children. Nine patients (27 per cent, of the 
series) were operated upon (eight lobectomies and 
one pneumonectomy) for these lesions. Five of the 
patients had non-infected tension or “balloon” cysts 
of the lung; in four cases the operation was lobec- 
tomy and in one it was pneumonectomy. The re- 
maining four of the nine patients had infected cysts 
of the lung simulating lung abscesses. All of them 
were treated by lobectomy. 


Among the most interesting pulmonary lesions in 
infants and children are congenital tension cysts, 
which may be overlooked for a long time if symp- 
toms are absent or minimal. However, dyspnea, cya- 
nosis and stridor may occur early in life, sometimes 
within the first few hours after birth, and in such 
circumstances roentgen study, which is the usual 
positive method of diagnosing these “balloon” cysts, 
is mandatory. The usual erroneous clinical diagnosis 
in patients with the symptoms mentioned is sponta- 
neous pneumothorax, but the roentgen diagnostic 
features of these two lesions are quite distinct and 
need not be confused. In the author’s experience, the’ 
incidence of congenital tension cyst of the lung is far 
more common than spontaneous pneumothorax in 
young infants and children, and since the treatment 
for one is quite different than for the other, accurate 
diagnosis is important. The treatment of pneumo- 
thorax is either expectant or by aspiration, depend- 
ing upon the severity of the symptoms and the vol- 
ume of pneumothorax. Inadvertent aspiration of a 
tension cyst of the lung, on the other hand, may be 
catastrophical because aspiration does not relieve 
the situation but usually creates a superimposed 
pneumothorax which is not tolerated by an infant 
already dyspneic because of a tension cyst. (See 
Figures 1 and 2.) 


The exact cause of tension cysts of the lung is 
not known. The cysts may exist for years before they 
are accidentally found either at autopsy or by x-ray 
examination. The mechanism of the ballooning of a 
tension cyst is explained as a one-way valve action 
of a bronchus leading to the cyst which prevents the 
escape of air from the cyst. As soon as the cavity 
tension builds up to encroach on the volume oi the 
remainder of the lung or when a shift of the medi- 
astinum occurs, then dyspnea, cyanosis and respi- 
ratory stridor become evident. This may occur in 
the first few hours or days of life, as it did in four 
of the five patients in this series who had such cysts. 
One of the patients was dyspneic at birth and cya- 
nosis and stridor were evident soon afterwards, but 
an erroneous diagnosis of diaphragmatic hernia was 
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made despite the presence of the right-sided intra- 
thoracic lesion. In this instance emergency operation 
had to be done when the infant was three days old. 
The right lower lobe was resected and the remaining 
middle and upper lobes expanded to fill the hemi- 
thorax. Fourteen days after operation, the right 
hemithorax appeared as if no operation had been 
performed. Resection is indicated as an emergency 
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measure in cases in which dyspnea, cyanosis and 
stridor are persistent and troublesome, and as an 
elective operation if the condition is obviously per- 
sistent even though symptoms are minimal. Usually 
the cysts are confined to one lobe, as was the case 
in all five of the patients in this series. Lobectomy 
was done in four of the patients, while pneumonec- 
tomy was necessary for the other because of failure 





Figure 1.—Upper left—Chest roentgenogram (Oct. 9, 1944) of a three-month-old infant having dyspnea and occasional 


cyanotic spells due to a large tension cyst (congenital) in the left upper upper lobe. Note the pronounced shift of the 


mediastinum to the right and a complete atelectasis of the left lower lobe. Upper right—Roentgenogram of the same 
patient at the age of 19 months. She had failed to gain weight and develop normally and dyspnea had become progres- 
sively worse. Roentgenogram taken three weeks before lobectomy revealed the persistence of a large tension cyst of the 
left upper lobe. Lower left—Photograph of the bisected left upper lobe resected on March 4, 1946, revealed a large cyst 
lined by typical trabeculae. Adjacent to the cyst is the atelectatic lung tissue. Lower right — Postoperative roentgeno- 
gram (March 22, 1946) taken 18 days after left upper lobectomy reveals complete expansion of the remaining left lower 
lobe to fill the hemithorax and a shift of the mediastinum to its normal position. 
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of the remaining lobe-to reexpand at the time of op- 
eration. The ages of the five patients were three 
days, two months, two and one-half months, nine 
months, and three years. All had uneventful con- 
valescence from operation and at last report were 
well, 

Infected congenital cysts of the lung simulating 
lung abscess occurred in four patients in the series. 
They had symptoms of pulmonary suppuration— 
wet cough with periodic bouts of fever and failure 
to gain weight. In roentgenograms infected cysts are 
similar to and frequently are mistaken for lung ab- 
scess, but a distinguishing feature is that the pneu- 
monitis about the cavity is much less in the case 
of infected cyst than in abscess. Infected cysts of 
the lung are best treated by resection. The alter- 
native of external surgical drainage is protracted 
and troublesome, and as the cavity is not obliterated 
by this procedure the patient is not cured. All four 
of the patients in this series who were treated by 
lobectomy for infected congenital cysts were well 
at last report. (See Figures 3 and 4.) 


Primary lung tumors in infants and children are 
uncommon. Adenoma of the bronchus is by far the 
commonest variety of tumor occurring in children. 
Chondroma and hamartoma are relatively rare. 
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These tumors cause the usual symptoms ‘of bron- 
chial obstruction—cough and wheeze—and when 
the degree of obstruction is great enough, eventually 
the symptoms of superimposed infection are added. 
All such tumors should be treated by resection of 
either a portion of the lobe or a lobe or even a lung, 
depending: upon the extent and the location of the 
lesion. 

The complications following pulmonary resec- 
tion in the author’s experience have been pleural 
effusion, empyema, esophageal fistula, laryngeal 
edema and pulmonary atelectasis. Pleural effusion 
is easily treated by needle aspiration. In the present 
series, empyema occurred in one ‘patient before 
penicillin was obtainable. This patient was cured by 
rib resection and drainage. In another case, inad- 
vertent injury to the esophagus during a difficult 
pneumonectomy resulted in esophagopleural fistula 
in spite of repair of the esophagus at the time of 
operation. Thoracotomy and gastrostomy resulted 
in a final cure in about three months. Laryngeal 
edema and stridor are not uncommon in young 
children following intratracheal anesthesia but in 
one case in this series it was severe enough to war- 
rant tracheotomy. The patient recovered in two 
weeks following intubation. Pulmonary atelectasis 


Figure 2.—Photograph of the patient in Figure 1 several months after lobectomy. Note the absence of deformity 
of the chest. The patient is well following an uneventful postoperative course. 
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following retention of secretions was transient in 
several patients and required bronchoscopy in two 
patients in order to institute good aeration of the 
atelectatic lobe. 

All of the patients operated upon in this series 
were given ether-oxygen anesthesia by way of an 
intratracheal catheter. Lobectomy, pneumonectomy 
or partial segmental resection of the lobe was car- 
ried out by dissection and individual ligation tech- 
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nique. Drainage for 48 hours by intercostal tube 
was carried out in 25 per cent of the cases in which 
lobectomy was done; in the remainder there was no 
drainage at all. 

The results of experience with 34 successive resec- 
tions of the lung at the Children’s Hospital are given 
in Table 1. The patients were all well at last report 
following surgical eradication of lesions by resec- 
tion of the lung, lobe or segment of a lobe. There 


Figure 3.—Upper left and right—Roentgenograms of the chest (March 6, 1945) of a six-year-old boy who for three 
years had had a productive cough, periodic bouts of fever and had failed to develop normally. On two occasions tube 
drainage had been carried out by the insertion of a catheter into what had been misdiagnosed as an “empyema.” These 
roentgenograms reveal a typical infected congenital cyst in the left lower lobe. Note the fluid level in the cavity and the 
absence of pneumonitis around the fairly thin walled cyst. Lower left—Photograph of left lower lobe resected March 
7, 1945. The cyst cavity lining of bronchial epithelium had been replaced by chronic inflammatory tissue and its wall was 
surrounded by fibrous tissue scar, pneumonitis, emphysema and thickened bronchi. It was not feasible to resect only the 
cyst at operation. Lower right—Roentgenogram of the chest several months after left lower lobectomy reveals an ex- 
pansion of the remaining upper lobe to fill the hemithorax and regeneration of the resected sixth rib. 
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TaBLe 1.—Pulmonary Resections, Nature of Disease, Type of 
Operation and Results 





Lobec- Pneumo- Cured 
tomy  nectomy and well 
Bronchiectasis and lung abscess 13 5 18 
Foreign body and bronchiectasis 5 1 5 
Tension congenital cysts.............. 4 1 5 
Infected congenital cysts.............. 4 ple 4 
Bronchial tumor ...............:........... ---- 1 a: 
MN cs ts oe 26 8 34(100%) 








were no deaths. The results indicate that pulmonary 
resection is a safe procedure under ideal conditions 
of expert anesthesia, sound surgical technique and 
the aid of the antibiotics. 


Discussion by Donatp C. SHetsy, M.D., Los Angeles 


Dr. Jones’ paper again illustrates the remarkable improve- 
ments that have been made in pediatric surgery in the last 
few years. 


Dr. Jones has well covered the indications for lobectomy 
in children, and has presented a remarkable series of 34 
children who have had the necessary operations upon ele 
respiratory tracts. 


A few points should be emphasized. The child with per- 
sistent, unexplained cough is entitled to further diagnostic 
tests to rule out bronchiectasis, congenital lung cysts, lung 
abscesses, and congenital emphysema or over-distention of 
the lungs as seen in the newborn. A history to determine 
the ingestion or inhalation of foreign bodies should be re- 
corded. An x-ray film of the chest showing no abnormality 
should not terminate further search in the respiratory tract 
for the cause of the cough. 


A direct laryngoscopic examination might first be con- 
sidered. The next important step is bronchoscopic examina- 
tion, and at the same time a bronchogram should be made. 
All five lobes of the lung can be visualized at the one 
operation. 


A second important point is that necessary chest opera- 
tions should. not be delayed because of age. As noted, a 
three-day-old infant in Dr. Jones’ series stood the operation 
well when it was done by a well trained pediatric surgeon. 
Too many physicians have fixed ideas on the advisability of 
operations for infants. They frequently state that the opera- 
tion should “wait until the baby has started to gain.” Often 
immediate operation is the only treatment that will permit 
the infant to gain, and grow normally. 


The zero mortality rate in this series speaks for the suc- 
cessful teamwork between the chest surgeon, the pediatric 
anesthetist and the pediatrician. A glowing’ tribute should 
be paid to the anesthetists who have now improved their 
techniques to such a degree that they may carry a child 
safely through long and tedious procedures upon the open 
chest. The time to do the operation is when the diagnosis 
is made. 
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Figure 4.— Postoperative photograph of the patient 
shows a healed scar without deformity. The patient has 
remained well following an uneventful postlobectomy con- 
valescence, 


. 

Another rare cause of severe cough may be the presence 
of persistent aortic arches, either anterior or posterior, 
which constrict the trachea or esophagus. The symptoms 
from such constriction simulate a typical asthmatic cough, 
with respiratory wheezes. Even epinephrine has been known 
at times to relieve that wheeze. Embryonic tracheal diver- 
ticulum cysts may give similar asthmatic symptoms. Observ- 
ing the course of swallowed barium fluoroscopically may re- 
veal esophageal deviations or constrictions. 

Upon examining a child a few months after a successful 
lobectomy has been completed, the operative scar will be 
noted, but there will be no deformity of the chest. On aus- 
cultation, the breath sounds are usually normal and equal 
on both sides. An x-ray of the chest at that time will show 
the regenerating rib at the operation site, and completely 
expanded lungs filling the thoracic cage. So normal is the 
area that frequently the physician asks if the lobe. really 
was removed at the time of operation. 

The increasing use of the 70 mm. chest photofluorographic 
service will probably reveal many more cases of pulmonary 
disease that will be found amenable to surgical treatment. 
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Psychiatric Problems in Children 


Part I of Two Parts 


S. A. SzurEK, M.D., San Francisco 


N preparing for this meeting* I have repeatedly 

asked myself the question, “What can I tell gen- 
eral practitioners about emotional, that is, psychi- 
atric, problems of children which they do not al- 
ready know?” Each time I mulled over the question, 
the same answer came, “Nothing!” This may or 
may not surprise you, but it is nevertheless true. In 
a very important sense, I cannot tell you anything 
from my special experience in child psychiatry 
which you do not already know from your own 
clinical experience. I can review with you—as I will 
in the face of this dilemma—more or less system- 
atically those concepts of mental disorder in child- 
hood which are more or less generally held and 
more or less generally accepted. I can, in other 
words, say something of our notions, or of our ideas 
of such syndromes of childhood as psychosis, neu- 
rosis and aggressive behavior disorder or psy- 
chopathy. I can delineate more or less concisely the 
characteristic symptoms or behavior of a child to 
which we — when we have to for various official 
purposes—give one of these diagnostic titles. This 
sort of discussion, I am sure, has some usefulness 
in refreshing your memories about the ideas you 
have heard and read in this field, and in giving you 
the feeling that there is some organized knowledge 
about these things. I can say something about what, 
at least I think, are some of the etiological factors 
in each of these syndromes and something about the 
more or less accepted methods of therapy of these 
conditions. This, too, may give you some notion of 
how we specialists struggle with these kinds of 
human problems. Perhaps some of you may even 
gain some encouragement to try to do something, 
or to do more of what you have already done, about 
such clinical situations in your practice. 

Nevertheless, I am inclined to maintain that I 
cannot, in the brief time allotted, say very much, 
if anything, which will be useful to you, which you 
have not already experienced and which you have 
not already, inf some sense, understood. In particu- 
lar, I am dubious whether my talking to you will 
result in your being better able to do something 
about such illnesses and personality problems of 
children. Such doubt comes not only from what 
modesty | have about my competence and skill as 





*This presentation is the first of two lectures in a course 
in psychiatry for the general practitioner, sponsored by 
the University of California Medical School, University Ex- 
eT presented at The Langley Porter Clinic February 

From the Department of Child Psychiatry, The Lanaiey 
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Francisco. 


a lecturer, but also and in a larger measure from the 
nature of the problem. I mean by this that therapy 
in psychiatry — particular psychotherapy, which I 
am inclined to think is the chief, if not the only, tool 
in child psychiatry—such therapy, I say, like any 
other specific skill in medicine is not generally 
learned merely by listening to someone else talk 
about it. 


For this, practical work with patients under 
trained supervision is, I think, essential. Frankly, I 
think that if instead of these lectures we had discus- 
sion periods in which you participated actively, in 
which you could raise the questions about some of 
these problems with which you come here, in which 
each of you might share with the rest of us what 
success and what difficulties you had with such clin- 
ical problems in your practice, and so on, if we 
did this instead of your listening to these lectures, 
you might all leave with more gained. The method 
is gradually becoming a more generally accepted 
way of teaching such psychiatric skill as can be 
taught to groups. 


Before going on to the more systematic discussion 
of psychiatric syndromes of childhood, we might 
return for a moment to the reasons for my pessi- 
mism about the utility of lectures in increasing the 
clinical, practical competence of the audience of 
such lectures. In the first place, it is my conviction 
that psychotherapy is a many-sided activity which 
involves not merely some technical knowledge and 
skill intellectually grasped, but the whole of one’s 
own attitude about life. It involves one’s own phil- 
osophy about not only what the goals of life are, but 
in particular also how these goals or ends of living 
are to be achieved. When I say philosophy, I do 
not mean merely some consciously and explicitly 
articulated explanation one can give to oneself or to 
others in words. I mean by philosophy a more or 
less thoroughly ingrained attitude which is implicit 
in one’s spontaneous feelings towards one’s own 
impulses, about one’s social role, one’s rights in 
relation to others. It is the unthinking, basic ten- 
dency about all aspects of living with others which 
is important in this kind of work. How one acts 
and feels towards oneself is what is finally tested 
by emotionally disturbed patients, and it is the na- 
ture of this self-regard of the physician which is the 
effective therapeutic influence. ° 


My point in this connection is that all of us are 
variously affected by the world and what’s happen- 
ing in it. Our psychiatric patients, for good reasons 
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in their early and current experience, are simply 
much more affected by the same general events and 
perhaps in a more deleterious direction. But to the 
extent that we, as physicians and as persons with 
variously fortunate past experience, are also in 
doubt, divided, more or less deeply in our convic- 
tions, beliefs and attitudes, we participate in those 
difficulties which our patients experience even more 
poignantly. To the extent that this is true of our- 
selves, we are to that extent less able to help our 
patients with their conflicts and doubts about them- 
selves. And, by the same token, to the extent that we 
suffer from the same divisions in ourselves, in our 
own feelings, the less likely it is that such conflicts 
— which are often not clearly in our awareness — 
can be resolved by listening to someone talk about 
such things. 

Unlike the experience of dissecting a cadaver to 
learn anatomy, of doing experiments upon animals 
to learn physiology, of looking at gross and micro- 
scopic specimens to learn pathology, the learning of 
psychopathology requires another process. This is a 
process of learning about one’s own internal, sub- 
jective state, of how it came to be that way in one’s 
own life’s experience. This self-scrutiny and self- 
examination are not easy and rarely, if ever, suffi- 
ciently successful alone without the help of another, 
a trained person. It is, in brief, learning about one’s 
own personality which is the most direct way of 
learning how to understand others. 

It is for this reason that medical psychology 
seems intangible, strange, far-fetched, and the reason 
why it is difficult to grasp. Its material is inside our- 
selves, perceptible not only to our external but also 
to our internal sense organs, and hence elusive. 
Under these circumstances many of us feel this is 
not capable of “objective” examination, and hence 
not a proper subject for science. There is much more 
one could say about all this, but perhaps what has 
been said will suffice to suggest why I am inclined 
not to consider lectures as the most effective means 
of learning about feelings—good feelings, or bad 
feelings—which are finally what trouble our psy- 
chiatric patients—adults or children. 


Let us review, then, first, the more or less distinct 
categories or types of disorders of feelings, thinking 
and action seen among children. I say “more or less 
distinct categories” because, as you all know, there is 
really no nosological entity, such as any diagnostic 
title implies, which corresponds very exactly with the 
disorder of any actually living person. The function 
of nosological concepts or ideas is to help organize 
our thinking about clinical phenomena in patients, 
and one needs always to be clear that our ideas or 
impressions of disorder need to be tentatively re- 
tained and discarded when the facts are no longer 
usefully explained by them. In psychiatry, but par- 
ticularly in child psychiatry, this is especially true 
—and confusing to the unitiated. With this admoni- 
tion about the concepts of disorder in childhood, let 
us consider some of these. 
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I would like to begin with neurosis. Neurosis in 
childhood, as in any other period of life, means 
that the child suffers from anxiety and that this anx- 
iety is expressed and/or avoided by certain kinds of 
behavior. This behavior may be action (or lack of 
it) of the child in relation to other persons or evi- 
denced in his subjective state and physiology, or 
more commonly in both ways. I do not suppose it 
is necessary at this point in the course for me to 
dilate upon anxiety. Perhaps I need only say that 
anxiety is that state of a human organism which 
appears to the onlooker as an extreme state of fear. 
We say it is extreme because the immediate external 
situation either does not seem to justify so intense 
a reaction at all, or the reaction appears dispropor- 
tionate to whatever possible danger might be in it. 
In other words, anxiety is a reaction—subjectively 
the most disagreeable and unpleasant of human ex- 
periences—which is excessive, usually apparently 
unadaptive, and obviously indicates the operation of 
something in addition to the apparent situation 
around the child in which it is manifested. This 
additional factor which is internal to the child we 
call conflict. There is much to be said about conflict 
for which we do not have time. Perhaps the simplest 
definition might be that conflict is a state of self- 
opposition, of being impelled to behave in at least 
two diametrically opposite ways at the same time. 
As a few examples, we might cite the. following: To 
run away and to fight or attack; to react with angry 
defiance and with ingratiating submission; to insist 
upon or to demand what one wishes and to give in 
and give up one’s desire, and so forth. When such 
opposing impulses are of almost, or of about, equal 
strength, the human organism either vacillates be- 
tween the two types of behavior, or there results 
a tense state of more or less total inhibition of all 
overt behavior. In any case, subjectively one experi- 
ences at such times anxiety, and because of such a 
dynamic division in oneself, one is more or less dis- 
abled, impotent in the face of some situation, and 
such relative helplessness itself increases the anxiety. 
You will note, however, that the internal physiolog- 
ical and internal subjective or psychological state 
even, and especially, in the state of more or less overt 
paralysis of action, is never one of smooth quies- 
cence, but of considerable storm and turmoil. 

Perhaps this will suffice to define briefly such 
terms as conflict, anxiety and the general dynamic 
state we call neurosis. If this condition is severe and 
chronic, that is, of some duration, there will be evi- 
dent certain kinds of distortion of behavior of the 
child which will be characteristic ‘for -him alone, for 
his age, intelligence, physical equipment, his social 
and familial situation, and particularly for his ex- 
perience in life up to that point. These distortions 
of behavior we tend to call the symptoms of the 
neurosis. 

I do not need to enlarge upon the large and com- 
plicated variety of such neurotic symptoms in child- 
hood. All of you have seen them in your clinical 
practice, heard of them, I am sure, as characteristic 





May, 1950 


of adult neuroses, and read of them as well. One 
might divide them very roughly into three great, 
but not therefore into any mutually exclusive, cate- 
gories: (a) disturbances in physiology, (b) dis- 
turbances in the subjective or psychological state of 
feelings and thoughts, and (c) disorder of behavior 
in relation to other persons. I do not intend exhaus- 
tively to list the variety in each of these classes. A 
few examples from each will, I am sure, suffice to 
recall others you yourselves have seen clinically. 
Thus, under physiological disturbances all the sys- 
tems and tissues of the body are capable of being 
affected. Gastrointestinal disorders from total loss 
of appetite as anorexia, finicky food habits, aversions 
or its opposite of bulimia and overeating, through 
nausea, vomiting, abdominal pain, to constipation 
or diarrhea and soiling, or a varying degree of fail- 
ure to acquire toilet habits and sphincter control are 
among the commonest ills of children for which 
physicians are consulted. Skin disorders, respiratory 
difficulties, varying cardiac symptoms, genito-uri- 
nary troubles ranging from frequency and urgency 
to diurnal and nocturnal enuresis, headaches, as 
well as general weakness, are additional random 
examples which come to mind. Among the host of 
psychological symptoms, perhaps the commonest are 
various phobias, sleep disturbances with nightmares 
and terrors, but also inability to concentrate, with 
or without the appearance of obsessional thinking, 
and compulsive rituals. In the realm of interpersonal 
behavior perhaps the most frequently seen are vary- 
ing degrees of avoidance of age-mates up to more 
or less complete withdrawal, as well as excessive 
submissiveness or ingratiating tactics with others. 

To speak in this way of neurotic symptoms, even 
to illustrate them, however, is very unsatisfying to 
me. There is implied, in such a division of symp- 
toms into categories, a criterion of classification 
which is invalid. One cannot even conceptually di- 
vide the human being into a physiological machine, 
a private psychological microcosm and a more pub- 
lic personality as we have just done without losing 
the essence of the unity which is the person, young 
or old. I mean quite simply that if we speak and 
think of children or adults in more or less imper- 
sonal, generalized terms, there is considerable like- 
lihood—I was about to say danger—of losing the 
sense of a unique individual human being, with all 
the complexity of his characteristics, of his feelings, 
of his hopes, ambitions, desires and fears, of his 
particular relations with his family, with his friends 
and enemies at a given time in his life. In other 
words, all those personal qualities and facts of his 
current life situation which somehow “make sense” 
to those of us who are acquainted enough with these 
things about him, are apt either to be disregarded 
or lost in the generalized and theoretical construc- 
tions of such divisions of neurotic symptoms as I 
have just outlined. The danger of this loss of the 
sense of the individual, unique person lies in the 
failure of adequate diagnosis of his disorder and 
hence of inadequate therapy. But more about this 
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later. And yet, unless we speak of a specific patient 
and all we may know or learn about him, some such 
generalizations are necessary in discussions such 
as this. 


Hence, we may say, in general, that the neurotic 
child is apt to be the over-conforming, the over- 
obedient, the over-conscientious child. He is the 
child about whom it might be said that he is too 
“good” to be true, so “good” it hurts. He is the 
child who is a model, a mother’s boy—or father’s 
girl—perhaps extremely considerate (even over- 
considerate) of the feelings of others, and eager to 
excel in school and to please especially the impor- 
tant adults. He may be over-meticulous, orderly, 
punctual, over-polite in most respects. He may worry 
excessively about lessons, show perfectionistic ten- 
dencies in this direction and over-react to minor 
failures, errors, or—and especially—to the slights 
of people important to him with a mixture of de- 
pression or “hurt” feelings. 


The neurotic child may—typically—trarely show, 
or even be able to feel, anger and frank resentment - 
at such thwartings. Instead of some fight at any 
aggressiveness of his less inhibited playmates to- 
wards him, his tendency is towards flight, tears, and 
seeking of protection from adults. These tendencies 
infuriate his contemporaries even more who are 
then not only tempted to use him all the more as the 
butt of their envious rage at his “goodness,” but 
also as one way to get back at the adults who protect 
him. Such experiences tend not only to drive the 
fearful, intimidated, neurotic child into avoidances 
of his possible playmates—into some degree of isola- 
tion and withdrawal, in other words—but also to 
even greater self-contempt and to still further lower- 
ing of his self-esteem and a more severe sense of 
estrangement. This increases the tendency to further 
vicious circles: Either to attempts at ingratiation, at 
buying some degree of tolerance from the bullying 
playmates by submission which increases their ten- 
dency to exploit and bully him more—or to efforts 
defensively to maintain a false attitude of indiffer- 
ence to their dislike which appears to them as an 
air of superiority which also keeps him isolated, 
unhappy and lonely. 


When such events pile up in his life up to and 
beyond the limit of his tolerance, we see an eruption 
of a neurotic illness, of a crisis which expresses 
itself in poor sleep, nightmares, failure of appetite, 
fears of going out and to school, inability to concen- 
trate on his lessons and hence failure to learn, and 
the innumerable other combinations of disturbances 
in total functioning. His school performance and his 
weight may decline and the pediatrician or the fam- 
ily’s general practitioner may be consulted for his 
pallor, listlessness and general health. Although the 
physician may find hypertrophied tonsils, slight 
anemia or some degree of malnutrition, he may also 
be puzzled because these physical findings may not 
be present or only in slight degree, and what he may 
hear most about from an anxious and over-solicit- 
ous mother are the somatic complaints and less or 
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nothing about the rest of his other difficulties in 
living—unless he inquires about them. 


Such, briefly, for the moment, is the general pic- 
ture of neurotic illness in a child. 


Before discussing what is in some respects the 
opposite clinical category of aggressive behavior 
disorder, let us consider now what I think is the ex- 
treme form of the neurotic illness, namely, the 
psychosis. 

I must preface this brief outline of psychotic ill- 
ness in children with a word about my own grow- 
ing conviction—a bias, some might prefer to call it 
—as to its nature and etiology. | mean that, unlike 
some of my colleagues in the field, I am, on the basis 
of increasing, recent clinical experience, coming to 
the notion that these severe and often very chronic 
and quite frequently prognostically rather hopeless 
illnesses are the outcome of essentially the same, but 
more intense, factors operating earlier in the life of 
the child as those resulting in the milder neurotic 
and psychopathic disorders. In other words, I am 
‘ inclined to consider and treat the psychoses of chil- 
dren as psychologically, rather than organically, de- 
termined. To put it in still another way, the psy- 
chotic way of life of a child is the outcome of, and 
an adaptation to, interpersonal stress, the difficulties 
experienced in living with the emotionally signifi- 
cant others around him. To place the emphasis etio- 
logically upon the personal factors in the psychoses 
thus, is not to deny that impersonal factors (such as 
a congenital or acquired disease or defect of the 
brain or other parts of the body) may play a role. 
Such diseases or defects which handicap the child 
in comparison to his siblings or playmates and 
which decrease the satisfactions of his parents in his 
growth, appearance, etc., and increase their burden 
of his care, obviously are highly relevant factors. 
My point is, however, that there are many children 
with severe handicaps from such diseases without 
psychotic disorder in total living, and many psy- 
chotically disordered children in whom we find no 
identifiable evidence of such disease or defect. Fin- 
ally, another and a critical bit of evidence is the 
fact that there is increasing data that psychotically 
ill children can improve if treated psychotherapeu- 
tically with sufficient skill, intensiveness and per- 
sistence. 

I cannot here offer the details of the clinical evi- 
dence for this view of the genesis and nature of the 
psychotic illness. It is still such that the skeptical 
and the impatiently critical clinician will not be 
impressed. I must say, too, that there are many psy- 
chiatrists with considerable clinical experience with 
children who conceive and treat the psychoses of 
children as some rather obscure diseases of the en- 
cephalon and apparently without much hesitation 
use electric shock or insulin coma as treatment. 
There are others who make elaborate statistical 
studies to establish a genetic, hereditary etiology of 
the psychoses. Although you may conclude from 
such data as are recorded to support this contrary 
view that the whole question is far from being de- 
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cided, I hope you will also give some consideration 
to the possibility which I advance here, namely, that 
the psychosis is essentially a more neurotic neurosis 
than the neurosis. Quite simply, I mean that the 
more severe, the more strange and often the more 
chronic disorder may be considered as one which 
is qualitatively different because of greater quanti- 
tative differences from what we so often defensively 
speak of as the normal personality development. 


After this brief excursion into general concep- 
tions of etiology, we may now outline, also briefly, 
the clinical picture of the psychosis of childhood. To 
begin with, one must say that, strictly speaking, the 
so-called mood or affective disorders, the manic- 
depressive psychoses, are rarely, if ever, encoun- 
tered in childhood. Depressive reactions so severe 
as to lead to suicide are infrequent, at least, before 
puberty. The wide variety of strange and queer ad- 
justments to life seen among prepubescent children 
are all, or most of them, likely to be called the 
schizophrenias of childhood. Disturbances in per- 
sonality development so severe as to earn from the 
psychiatrist the diagnostic title of schizophrenia 
occur, or at least may be so classified, from the age 
of two years, and I know of no sex differential as to 
incidence. I am also unaware of any significant dif- 
ferences as to the ordinal position of the schizo- 
phrenic child. I mean that the child whose mode of 
living we may call schizophrenic may be the only 
child, the oldest, the youngest, somewhere in the 
middle of a series of siblings, or one of twins. 

Because the particular schizophrenic child may 
show a bewildering concatenation of symptoms, let 
me discuss the general form of the disorder. One 
could describe the core of the schizophrenic dis- 
order in several ways. One might say there is ex- 
treme failure in integration of the self; that self- 
opposition is so severe in respect to so many bio- 
logical tendencies that there is little harmonious or- 
ganization into a more or less stably coherent “I” 
or ego. One might say that the child is so extremely 
distrustful of himself and others, so extremely sen- 
sitive to rebuff from others, that he persistently pre- 
fers his own autistic world of reverie and bodily 
sensations rather than to expose, very often, his 
precarious self-esteem to the bruising inevitable in 
fuller living with others. One might say also that 
his self-hatred and hatred for others is so extreme 
and so dangerous that it necessitates not only con- 
stant efforts at magical control and disguise, but 
also estrangement and withdrawal from the world 
of living reality of others’ probably retaliatory feel- 
ings. The wishes and desires of others—even if these 
coincide with one’s own or are for one’s own bene- 
fit—appear so autocratic or so smothering that blind 
and relentless, often gleefully self-destructive, oppo- 
sition to them is not only imperative, but at the 
same time a unifying opportunity to assert oneself 
powerfully. 


One could say all of these things and be partially 
correct in each of the statements. One can approach 
a more complete description of the core of what 
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Harry Stack Sullivan calls “the schizophrenic way. 
of life”> by making all of these statements at the 
same time. So much depends upon one’s position as 
a post of observation of what goes on: Whether one 
is, so to speak, on the sidelines watching the child 
and other persons with him; or whether one has 
penetrated as a therapist into the child’s own subjec- 
tive state looking out at the world of other persons 
around one or looking in to the welter of contradic- 
tory feelings and impulses within oneself. 


In any case, in more ordinary parlance, the clini- 
cian sees the schizophrenic child as one’ who appears 
withdrawn, isolated, apparently indifferent — with 
flattened affect, as the textbooks say—to what goes 
on around him. At the same time, there are evi- 
dences of extreme, curiously incongruous and some- 
times sudden phobias: Of a wheel on the wall of 
the dining room that has been hanging there many 
days; of the melody from the phonograph which 
has previously apparently been a source of delight 
and pleasure; of a phrase such as “too full” from 
the lips of another child in the dining room who 
comments about having eaten too much. There ap- 
pear sudden, explosive, apparently unmotivated 
rages with flinging of chinaware on the floor, of a 
cat against the wall, killing it; kicking or striking 
a younger child or sitting on his prostrate body and 
pounding his head against the floor, or innumer- 
able other violent eruptions of hostile aggression 


with cold, gleeful laughter at the results and just as - 


sudden withdrawal into impenettable gloomy, sullen 
speechlessness or queer posturing and whispering. 
The clinician also sees without surprise pro- 
nounced disturbances in the most human form of 
communication with others—speech. There may be 
complete mutism which often raises doubts as to 
the inborn intelligence or the hearing of the child. 
There may be fragmentary speech, often with mis- 
use or no use of the personal pronouns, and with 
peculiar inversions of word order. Speech may be 
in addition rather stilted or parrot-like as if devoid 
of emotional tone or interest. There may be peculiar 
intonations, jargon speech, neologistic tendencies or 
repetitious questionings which are either incongru- 
ous in a given situation or more or less completely 
incomprehensible. The schizophrenic child may be 
verbally unresponsive all day but suddenly and lust- 
ily sing in the night, waking the family. He may be 
seen whispering or talking to himself, voicing both 
the temptations to amoral behavior and his own 
severe admonition and condemnation of himself. 
The frequency of sense falsifications, of auditory 
or visual hallucinatory experiences, is not great 
in my experience. However, grossly careless and 
amoral or what is technically called “regressive” 
behavior with respect to bodily functions and habits 
is quite frequent. Thus, in. addition to bizarre and 
intense food preferences and aversions, eating may 
be extremely messy and sloppy. Even more striking, 
soiling, smearing with feces, open defecations and 
urination everywhere except in the toilet, often oc- 
curs alternating with gleeful exhibitionism of the 
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perineum or breasts, and genital or anal mastur- 
bation. The genitals or breasts of others may be the 
objects of sudden apparently unprovoked and coldly 
malicious attacks. Finally, the most striking char- 
acteristic is the almost impenetrable indifference to 
other children, and the extreme difficulty in estab- 
lishing any very durable or very intense emotional 
tie to any but the most patiently sensitive but self- 
respecting, adult who would be the child’s therapist. 
The outcome, as I mentioned previously, is all too 
frequently a hebephrenic type of deteriorated living. 
after puberty is established, in a mental hospital for 
the remainder of the patient’s life. 

This much must suffice for a very sketchy picture 
of the psychotic degree of illness in childhood. 
There remains the third and last nosologically iden- 
tifiable group of psychiatric disorders of childhood, 
the aggressive behavior disorder which in its most 
severe form or during adolescence is also called the 
psychopathic personality disorder or incorrigible 
delinquency. 

I have already said that this type of disturbance 
in personality development is in many respects the 
opposite of the neurotic disorder. In place of the 
fearful, rigidly conforming tendencies of the neu- 
rotic, we find the reverse — an extremely defiant, 
persistently egocentric impulsiveness to any action 
which gratifies the whim of the moment often in 
spite of any consequences to self. Even in the pre- 
school age such a child is the bully of the play- 
ground, ruthlessly exploiting the younger and the 
weaker siblings or other children. Parents complain 
of the difficulty in controlling his rages, of his ten- 
dency to wander off or even run away from the 
home. In school—when he attends—he is the bane 
of the teacher’s existence with his open or surrep- 
titious disruptions of classroom routine, with his 
lack of interest in learning and his leadership in 
rebellions. His frequent truancies from school, al- 
though secretly, perhaps, a relief to his teacher, 
become a persistent problem to both the school at- 
tendance officer and to juvenile court probation of- 
ficers as he extends the theater of his operations to 
other people and property of the community. Petty 
larceny or even burglary or forgery are the more 
frequent misdemeanors of the boy, while sexual de- 
linquencies even with adults are the more commonly 
registered complaints against the girl. Failure of 
probationary trials at continuing to live in the home 
or elsewhere in the community after repeated ap- 
pearance before the juvenile court judge leads too 
often to longer periods of internment in a refor- 
matory or a state training school, release from 
which may be followed by no essential change in 
attitudes and behavior during the later adolescence 
or adult life. 

So sweeping and rapid a characterization. of this 
general type of disorder is more useful for identify- 
ing the clinical problem here than for understand- 
ing the particular, individual child whose inability 
to restrain or control his impulsiveness may finally 
bring him before a doctor, whether a psychiatrist 
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or not. The doctor may be surprised (after the story 
he hears about the child from the adults who bring 
him) to find often that the child is alert, spontane- 
ous, even likeable in his engaging assertiveness. The 
child may even be rather frank about some of his 
behavior although quite apt either to lay the blame 
upon his teacher, his siblings or other grumpy adults, 
or he may-—depending in part. upon the tone and 
attitude of the questioning doctor—simply deny any 
knowledge of the reasons for his actions. If the 
doctor continues his acquaintance and contact with 
such a child, however, or is a trained observer, he 
will generally find under this first, apparently ami- 
able and friendly surface a deep distrust that any- 
one really cares what he feels. The child most often 
indirectly and unwittingly, but at times quite 
clearly, reveals that he has felt cheated of the essen- 
tial warmth of affection, and that he has experienced 
perhaps frequent, and even quite brutal punishment, 
but inadequate or inconsistent firmness. Hence, if 
one learns one cannot rely on adult steadiness to 
provide all those experiences which add up to a 
sense of belonging to a particular family group 
with definite rights, then one relies on opportunities 
and one’s own skill for obtaining self-gratifications. 
Punishments for transgressions against obligations 
others wish to impose upon one, without adequate 
reward of deep approval and affection, are simply 
part of the necessary price of living and to be cir- 
cumvented or avoided by any means at hand. Hence, 


punishments are other obstacles to getting what one ° 


‘wants; they are further evidence that no one cares 
and therefore reenforce the already deep sense of 
injustice. One is simply hardened into even more 
stolid and suspicious indifference by them; one tries 
next time to be more ingenious, if possible, in evad- 
ing them and from the point of view of those to 
whom one’s behavior is a headache, one learns noth- 
ing from the penalty and the strictness, although 
one may even promise to act differently in the 
future. 

All this is not to say that some of these children, 
especially those from relatively stable homes, show 
no guilt or no evidence of some tendency to self- 
restraint. Even some of those with less fortunate 
familial circumstances manifest what is at the mo- 
ment obviously sincere regret and remorse. When, 
however, the next time some disappointment at the 
hands of the important but often unnoticing adult 


occurs, the impulsiveness frequently proves to be \ 
stronger than whatever self-restraining tendency . 


they may have integrated. The discouragement and 


impatience of the adults around the child after such , 
an episode serves then often to deepen his own dis- - 
couragement with himself although pride may per, 


mit nothing but sullen, defensive defiance to appear, 
on the surface, and this evokes an even more hope- 
less impotent fury in the adult who feels he cannot 
reach the child or understand him. 
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_ If some of the child’s impulsiveness, usually pro- 
voked in some subtle way which does not appear in 
the report, expresses itself in some blindly revenge- 
ful attack upon a person, then the doctor is asked 
or asks himself whether or not there is some en- 
cephalitic or perhaps epileptic disorder. The electro- 
encephalogram is then sometimes read as showing 
a generalized cerebral dysrhythmia which offers 
some room for clinical interpretation of possible 
epileptic equivalent. If the child learns something 
of this either directly or from the hesitant attitude 
of the doctor, or from other adults thereafter, his 
impulsiveness is apt to be increased because there 
seems to be an additional reason why one cannot 
help what one does, now almost with medical 
sanction. 

Such, then, are some of the general characteristics 
of this more or less identifiable syndrome of aggres- 
sive behavior disorder. There are other and quite 
individual tendencies which may be unique to a 
given child, but however variable in degree, the 
common difficulty is-in_living more or less peace- 
fully with authority, within the more or less accepted 
mores, customs and standards of behavior. The psy- 
chiatric textbooks speak of the psychopathic per- 
sonality in various terms such as “moral imbecile,” 
“constitutional psychopathic inferior,” emphasizing 
that although intelligence may be, and often is, aver- 
age or above — sufficient, in other words, for the 
patient to be able to say verbally what is right or 
wrong—there is a peculiar and persistent inability 
to learn from even bitter experience. There is in 
such discussions also considerable emphasis upon 
the emotional immaturity of such a person, upon his 
failure to develop the capacity to postpone gratifica- 
tion for longer term goals in living. Essentially 
what is meant here is the person’s varying degree 
of failure to identify himself with whatever ideals 


_of community living are prevalent for the common 


welfare of himself and the others with whom and 
through whom he can obtain his satisfactions. 
Again; the notion that this disorder is the expression 
of some cerebral or other constitutional, that is, 
genetically transmitted defect of somatic equipment, 
is frequently encountered in such treatises on this 
subject. And once more I must raise doubts regard- 
ing such pessimism about etiology and prognosis. 
Although therapeutic results as regards very, basic 
and durable modifications of.such personality or- 
ganizations in many instances are certainly ex- 
tremely difficult to achieve, and prognosis therefore 
is certainly always guarded, I think nevertheless, 
that in every instance I have been able to study suffi- 
ciently closely there have been always adequate con- 
ditions in the postnatal, interpersonal experience to 
account for our failure to integrate such a person 


* into our society’s way of living. 


This is Part I of an article in two parts. Part II, with a 
table of references, will appear in a succeeding issue. 
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Cholangiography Following Common Duct Drainage 


CLARENCE E. Rees, M.D., San Diego 


SUMMARY 


In a series of 197 patients with extrahepatic 
biliary disease, 65 who had symptoms that 
met certain established criteria were operated 
upon to explore the common bile duct for 
stones. Stones or debris were found in 34 
cases. 


Certain phases of the procedure used are 
being reevaluated. 


Because of unsatisfactory results with im- 
mediate cholangiograms, they were made 
only in selected cases in which the anticipated 
advantages outweighed the known disadvan- 
tages. Delayed cholangiography (10 or 12 
days postoperatively) is considered a “must,” 
however, for determination of the presence of 
remaining stones. If residual stones are 
shown, they are removed as soon as possible. 


AVE all the stones been removed from the com- 

mon and hepatic ducts? This question always 
arises in cases in which stones are found in the com- 
mon duct and it is not always answerable at the 
time of operation. The following is a report of 65 
cases of common duct exploration in a series of 197 
cases of extrahepatic biliary disease observed in a 
four-year period. 


The common duct was opened in all cases in 
which any of the following conditions were pres- 
ent: (1) a history.of colic and jaundice, (2) chole- 
cystic disease with clinical jaundice or elevation of 
the icteric index, (3) jaundice not attributable to 
pancreatic carcinoma, and (4) recurring attacks of 
pancreatitis. It was opened also in cases in which 
there was no jaundice but in which (1) the relation 
of the diameter of the cystic duct to the size of the 
stones in the gallbladder was compatible with the 
passage of stones into the common duct, (2) the 
common duct was dilated, or (3) the common duct 
was thickened. In many of these cases stones were 
not found but the number in which they were found, 
even in the absence of indicating symptoms, was 
considerable. 


PROCEDURE 


The author does not needle the common duct 
for determination of the character of the bile or for 
injection of dye for cholangiography unless it is 
intended to open and drain the duct. There is dan- 
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ger of seepage of bile through the needle hole unless 
the duct is decompressed by drainage. In two such 
cases extravasation of bile into the peritoneal cav- 
ity resulted in bile peritonitis even though drainage 
of the abdomen was instituted at the time of closure 
of the abdominal wall. Both of the patients were 
very ill and one almost died. 

When the common duct is opened, the procedure 
followed by the author is as follows: 


1. The ducts are first explored with a small scoop 
to determine the possibility of removing stones and 
to palpate the ducts along the shafts. 

2. If stones are palpated by the scoop or finger 
and cannot be removed, forceps are tried. 

3. If forceps are not successful, an angled, open- 
ended glass tube, attached to a suction machine, is 
inserted and each duct is aspirated under low pres- 
sure. These tubes are of different sizes and angles 
so that they may be passed into the hepatic ducts as 
well as the common duct. This maneuver provides 
an excellent means of removing fragments and small 
stones. 

4. A probe is passed through the ampulla into 
the duodenum. If the duct is dilated, an attempt to 
dilate the ampulla with dilators is made. The advis- 
ability of such dilatation of the ampulla is being 
questioned by many surgeons and currently by the 
author because (1) it is a blind procedure, (2) 
the duct is thin and has no muscular coat until it 
enters the wall of the duodenum where the sphincter 
is formed, (3) if the common duct joins the pan- 
creatic duct, the course is not direct, and (4) the 
duct is often angled. As a result of these factors any 
resistance encountered by the probe may cause the 
probe, if forced, to (1) pass into the duodenum 
through the normal channel, (2) form a false pass- 
age into the duodenum above the sphincter, or (3) 
pass into the retroperitoneal space. The last possi- 
bility can constitute a serious complication particu- 
larly if a retroperitoneal extravasation of pancreatic 
fluid occurs (and it has been reported to have oc- 
curred). In view of these disadvantages of probing 
and dilating the distal end of the common duct, the 
author is at present reevaluating this procedure. 

5. If a stone is located that cannot be removed 
through the original incision, the common duct is 
exposed posteriorly and incised over the stone, if 
possible. If on exposure the stone is not accessi- 
ble, the duodenum is opened opposite the ampulla 
and the stone is removed through the duodenum. 

6. Flushing of the ducts as a procedure for re- 
moving stones has not been particularly satisfactory 
in the author’s experience, although it is a satisfac- 
tory method of removing clots and debris. 

7. Finally, a T-tube is placed in the common duct 
and the duct closed tightly around it. Before insert- 
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ing the T-tube in the duct, the top of the T is split 
in order to remove, if present, the partial diaphragm 
at the point where the two elements join; if it is not 
removed, the diameter of the lumen is greatly 


diminished. 
IMMEDIATE CHOLANGIOGRAMS 


Immediate cholangiograms are not made rou- 
tinely because they are not always satisfactory. Un- 
satisfactory results may be caused by (1) long ex- 
posure of low voltage portable x-ray equipment. 
(2) the inability of the anesthetized patient to con- 
trol respiratory movement, and (3) the presence of 
clots and air in the ducts, incidental to manipula- 
tion, which results in misleading interpretation. The 
additional time required for this procedure is a 
disadvantage also, especially in the bad-risk patient. 
However, immediate cholangiograms do serve a pur- 
pose in selected cases. Preparation for immediate 
cholangiography is always made by placing a cas- 
sette containing an unexposed plate under the pa- 
tient. In two cases in the series here reported upon, 
stones were found by this means and removed at 
the original operation. 

Injection of the gallbladder at the time of opera- 
tion for the purpose of visualization of the ducts, as 
recently advocated by Hicken, Coray, and Franz,! 
has not been tried by the author. This procedure 
seems to merit consideration. 


DELAYED CHOLANGIOGRAMS 


A delayed cholangiogram is a “must” in every 
case in which the duct has been explored and should 
be made before the T-tube is removed. This cholan- 
giogram is taken 10 to 12 days postoperatively. 
Thirty minutes after the administration of 0.011 gm. 
(one-sixth of a grain) of morphine sulfate, the pa- 
tient is taken to the x-ray department where, after 
aspiration of the T-tube and ducts, an opaque me- 
dium (Diodrast®) is injected through the tube and 
anteroposterior and lateral position x-ray exposures 
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are made. If the ducts are not well outlined or if 
there is indication of a remaining stone, this exam- 
ination is repeated the following day. If a residual 
stone is found, it is removed as soon as the patient 
can be convinced of the necessity for it. By this 
method résidual stones were found in four patients. 
In three of these, the stones were removed before 
the patients left the hospital. 


OBSERVATIONS 
In the series of 197 cases of extrahepatic biliary 


‘disease, the common duct was opened in 65 cases 


(35.04 per cent). Stones or debris were found in 34 
cases (51 per cent). 

Cholangiograms were made in 60 cases and re- 
peated in eight. 

A history of jaundice was noted in 26 of the 65 
cases and in 16 of these stones were found. 

The icteric index was above 10 at the time of 
operation in 27 cases. In 14 of these and in two of 
the four in which the icteric index was below 10, 
stones were found. In 34 cases the icteric index was 
not determined. 

In nine cases in which stones were found, there 
were both a history of jaundice and an icteric index 
above 10. In 23 cases there was either a history of 
jaundice or elevation of icteric index at the time of 
operation. In 11 cases there was neither a history 
of jaundice nor elevation of the icteric index. 


There was one death (1.6 per cent) in the 65 
cases in which the common duct was opened. In that 
case the patient had carcinoma of the pancreas. 
There were two deaths (1.02 per cent) for the series 
of 197 cases of extrahepatic biliary disease, includ- 
ing the patient who had carcinoma of the pancreas. 

2001 Fourth Avenue. 
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Early Diagnosis of Strangulation Obstruction of the 
Small Intestine 


Haroxp P. Totten, M.D., Inglewood 


SUMMARY 


Early recognition of strangulation obstruc- 
tion of the small intestine is important in 
order that surgical relief may be undertaken 
before the bowel has been irreversibly dam- 
aged or the condition of the patient has so 
deteriorated as to make immediate operation 
unreasonably hazardous. 

In .the presence of other symptoms, an 
operative scar, particularly on the lower ab- 
domen, should alert the examining physician 
to the possibility of strangulation obstruc- 
tion. (In a series of 100 cases, the greatest 
single cause of strangulation was adbesive 
bands subsequent to abdominal operation.) 

Other hallmarks of aid in diagnosis and in 
distinguishing early from advanced strangu- 
lation are discussed. 

X-ray evidence varies in accord with the 
rapidity of development and the stage of 
strangulation. 

Abdominal puncture may be utilized as a 
means of diagnosis. with little risk. 


i the past two decades or more, the mor- 
tality rate of intestinal obstruction has been 
greatly reduced. This has been due in large measure 
to a recognition of the pathologic physiology of 
small bowel obstruction, which in turn has resulted 
in adequate pre- and postoperative replacement 
therapy and the use of the indwelling tube for in- 
testinal decompression, as introduced by Wangen- 
steen and subsequently modified by others. Despite 
these advances, the mortality rate for strangulation 
obstruction has remained high. 

It is generally recognized that the most important 
factor in management is early recognition, so that 
surgical relief may be undertaken before irreversible 
damage to the bowel has occurred, and before ir- 
reversible shock due to loss of circulating blood 
volume has taken place. It is further recognized that 
early differentiation between simple and strangula- 
tion obstruction may at times be difficult. 

It is the purpose of this presentation to evaluate 
the symptoms and signs which are present in small 
bowel strangulation, with special reference to early 
diagnosis. 

Presented as part of a Symposium on Diseases of the 
Gastrointestinal Tract before a Joint Meeting of the Sec- 
tions on General Medicine, General Surgery, General Prac- 


tice, and Radiology at the 78th Annual Meeting of the 
we Medical Association, Los Angeles, May 8-11, 


During the past five years, repeated clinical ob- 
servations have impressed upon the author the diag- 
nostic value of certain signs which will be discussed. 

In addition, the pertinent data obtained from a 
study of 100 consecutive cases from the Los Angeles 
County General Hospital, Unit I, from 1942 to 1948, 
will be presented. 

In order to emphasize the specific diagnostic 
problem, obvious causes of strangulation obstruc- 
tion such as the various types of external hernia will 
be excluded from consideration, as will intussuscep- 
tion and mesenteric vascular occlusion, in which the 
clinical manifestations are different. 

A study by Baumgartner of over 1,000 cases of 
all types of acute intestinal obstruction from this 
institution has shown the incidence of strangu- 
lation obstruction of the small intestine, as limited 
in this discussion, to be approximately 5.5 per cent. 

A high index of suspicion (which at present ap- 
parently does not exist) on the part of the clinician 
would go far to aid early diagnosis. The adminis- 
tration of an opiate or cathartic (which is done in 
many cases) is to be deplored and indicates that 
the patient is not the only one at fault for tardy 
operation. 

It is significant that in this series of 100 cases, 
only 5 per cent of the patients were operated upon 
within 12 hours of onset of symptoms, and only 23 
per cent within the first 24 hours. 

The most important observation concerning the 
cause of strangulation in this series was the high 
incidence (59 per cent) of cases in which strangula- 
tion resulted from adhesive bands, usually a single 
band subsequent to abdominal operation, particu- 
larly after operations for pelvic disease or compli- 
cated appendicitis, The presence of an operative 
scar, especially of the lower abdomen, should alert 
the examining physician to the possibility of stran- 
gulation obstruction. 

On the other hand, in approximately one-third of 
cases there is nothing to suggest an obvious etiol- 
ogic factor. 

The following causes of strangulation are given 
in order of frequency, as they occurred in this 
series: 

1. Adhesive band, postoperative. 

2. Volvulus because of ‘mesenteric abnormality. 

3. Adhesions due to an intraperitoneal inflam- . 
matory process. 

4. Volvulus without apparent cause. 

5. Volvulus secondary to tumors. 

6. Volvulus secondary to incarcerated external 
hernias. 








366 


7. Miscellaneous causes in which strangulation 
was incident to the following: Paraduodenal hernia, 
omental defect,- Meckel’s diverticulum, volvulus of 
sigmoid, mesenteric defect, and strangulated loop 
beneath reconstructed pelvic floor following abdom- 
inoperineal resection (aperture created by inflamed 
epiploic appendage, and foreign body — an open 
hemostat) . 


SYMPTOMS AND PHYSICAL FINDINGS 


Pain. 


Pain in simple obstruction is characteristically 
intermittent, coincident with peristaltic rushes, col- 
icky in nature, begins moderately, increases in in- 
tensity, and ceases rather abruptly with a definite 
interval free of discomfort. 


Suggestive of strangulation is sudden onset, which 
in the majority of cases is severe. Gradual onset was 
recorded in only 6 per cent in this series. The pain 
was localized or maximum intensity was found in 
one area in 83 per cent. Not infrequently, the maxi- 
mum intensity of pain was referred to the region 
of the operative scar or palpable mass. Characteris- 
tic of strangulation is continuous pain, more speci- 
fically continuous pain with intermittent exacerba- 
tion. Back pain, mentioned frequently in the litera- 
ture, occurred in 15 per cent of cases. Flank pain 
was observed in 6 per cent. 


Position or Attitude of Relief. 


The patient with an intraperitoneal inflammatory 
lesion prefers to remain quiet. Motion increases 
pain. In simple obstruction, the patient is willing 
to move if so requested as there is very little if any 
increased discomfort associated with movement. 
However, he is usually content to remain quiet. 


In strangulation obstruction, a different picture 
is presented. In early cases, an attitude of apprehen- 
sive unrest may be observed. Repeatedly, patients 
have been observed in what may be considered a 
characteristic attitude or position of attempted re- 
lief. The position of relief may be divided into two 
phases—early. active, and late passive. 

In the early phase, the patient attempts to obtain 
relief from pain by active motion. Exhibiting a 
striking degree of unrest, the patient is usually 
found sitting up in bed, moving back and forth, or 
from side to side, assuming at times a position of 
acute flexion of trunk and extremities in an appar- 
ent effort to relieve the pain. The patient is reluc- 
tant to change from this attitude and lie quietly in 
the supine position for a sufficient time to allow a 
satisfactory examination. Occasionally, variations 
in this attitude may be encountered. The active posi- 
tion of relief was described in 29 per cent of cases 
in this series. 

The early phase is transitory and, after a com- 
paratively brief period, passes into what may be 
designated the late phase, in which a motionless 
position is assumed, either on the right or left side, 
with legs slightly drawn up. Rarely a motionless sit- 
ting position may be assumed. This late phase was 
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first described by Evans and Bigger, and they con- 
sidered it characteristic of strangulation obstruc- 
tion. The author agrees but feels that this motionless 
position of relief is a comparatively late manifesta- 
tion and that the active position precedes it and is 
characteristic of early strangulation. The late posi- 
tion of relief was described in 12 per cent of the 
patients in the present series. 

An explanation of the sequence of events is that 
the active phase occurs in the early hours of, stran- 
gulation before the bowel becomes heavily laden 
with sanguineous fluid and before any large amount 
has permeated the bowel wall into the peritoneal 
cavity. Somewhat later, depending upon the rapid- 
ity with which the strangulating process develops, 
the passive phase characterized by the motionless 
position of relief occurs, as a result of peritoneal 
irritation, and as suggested by Evans and Bigger, 
increasing traction on the mesentery. 


V omiiing. 


Typically, vomiting occurs early, is repeated fre- 
quently and may be entirely reflex in character at 
the onset. Repeated vomiting occurred in 76 per 
cent of cases. Regurgitant and frankly feculent vom- 
iting occurs late in the course of the disease. Occa- 
sionally, vomiting will be delayed and infrequent. 


Distention. 


It should be stressed that abdominal distention is 
by no means always present and may be considered 
a comparatively late sign. 

The occurrence of sudden complete strangulation 
of a high or mid-segment of bowel is not conducive 
to early distention and may be accompanied by an 
entirely flat abdomen. Pronounced abdominal dis- 
tention occurred in 11 per cent of the patients, while 
the contour of the abdomen was considered normal 
in 20 per cent. In the remaining 69 per cent, disten- 
tion was slight to moderate. 


Abdominal Tenderness. 


Abdominal tenderness is a characteristic physical 
finding. It was present in 96 of the patients in this 
series. It was generalized in 43 in 16 of whom a 
localized area of maximum tenderness was found. 
Thus, in 69 patients there was localization of ten- 
derness. Tenderness was found on rectal or pelvic 
examination in 25 patients. 


Muscular Rigidity. 
Muscular rigidity is not found with the frequency 


of tenderness. It was recorded as being present in 
approximately one-half of the cases. 


Mass. 


Not infrequently, the strangulated loop may be 
palpated as a mass. In 19 cases, a mass was felt on 
abdominal examination and in 13 on rectal or pelvic 
examination. 


Auscultation. 


Characteristic of intestinal obstruction is the pres- 
ence of high-pitched peristaltic rushes coincident 
with recurring colicky pain. The peristaltic sounds, 
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Figure 1.—Female, aged 56 years. Strangulation obstruc- 
tion of 14 hours’ duration, due to adhesive band. Viable 
bowel. A homogeneous, oval density representing the stran- 
gulated bowel can be seen, which blends with the right 
psoas shadow. Some gas is seen in the large bowel but no 
distention is present. No gas is seen in the small bowel. 


however, rapidly decrease in frequency and inten- 
sity as strangulation develops, to become greatly 
diminished with only an occasional sound, and 
finally entire silence. For a satisfactory examination, 
auscultation must be continued for a period of 
many minutes. Peristalsis was recorded as absent in 
25 per cent of the patients and as hypoactive in an 
additional 43 per cent. 

X-ray. 

The x-ray findings will depend largely upon the 
rapidity with which the process develops and the 
length of time the strangulation has been present. 

In rapidly developing strangulation, the loop may 
distend with fluid so rapidly that a film taken within 
the first few hours shows distribution of gas in the 
large bowel, without gas being visualized in the 
small bowel. However, a density, faint or well- 
defined, indicating a mass representing the strangu- 
lated bowel, may be observed as the only suggestive 
x-ray finding (Figure 1). 

When strangulation develops less rapidly, early 
x-ray films not infrequently will show one or more 
isolated loops, containing gas and fluid, without par- 
ticular pattern. This latter finding has been empha- 
sized by Hunt. 

As fluid accumulation increases, the bowel out- 
line becomes less distinct and the valvulae conni- 
ventes become ill-defined or entirely absent. Evi- 
dence of intraluminal or extraluminal fluid, or both, 
early in the course of obstruction suggests strangu- 
lation. Often there is relatively more fluid than gas 
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Figure 2.—Male, aged 52 years. Strangulation obstruc- 
tion, duration 15 hours. Bowel non-viable. Very little gas 
is seen in the colon. Poorly defined loops in left upper 
quadrant containing gas and fluid with some apparent 
thickening of bowel wall and separation of loops indicating 
extraluminal intraperitoneal fluid. 


within the involved loop and definite separation of 
adjacent loops is evident, due to accumulation of 
extraluminal fluid (Figure 2). A diminution in the 
amount of gas in the large bowel occurs but usually 
complete absence is not evident in early strangula- 
tion. Even in this series with its high incidence of 
cases in advanced stage, gas was visualized in the 
large bowel in more than one-third of the patients. 
In advanced stages, many dilated loops of small 
bowel may be noted, or even the stepladder appear- 
ance usually associated with advanced simple ob- 
struction. The presence of extraluminal fluid may be 
revealed by a haziness or ground glass appearance 
of the film. The continuity of the bowel pattern may 
be interrupted by an area showing an absence of 
gas, representing the strangulated loop as described 
by Wangensteen. 


Diagnostic Abdominal Puncture. 


Abdominal puncture as a means of diagnosis may 
be utilized with very little risk. Neuhoff and Cohn 
called attention to its value in a paper published in 
1926. Hill, O’Laughlin and Stoner showed that ex- 
perimental strangulation in dogs could be diagnosed 
in this manner within four hours after onset. 

While it is true that, usually, it is unnecessary to 
resort to abdominal puncture, occasionally there 
will be a case in which the early findings are insufhi- 
cient for a positive diagnosis and peritoneal tap will 
obviate delay in surgical intervention. 

Diagnostic peritoneal aspiration may be done 
with an 18-gauge spinal needle which preferably, 
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although not necessarily, is inserted adjacent to the 
midline after the area to be punctured has been in- 
filtrated with procaine solution. A luer syringe is 
attached to the needle and suction applied for a 
period of several minutes if necessary. The position 
of the needle may be changed from one location to 
another as indicated. If no fluid is obtained, punc- 
ture may be performed in more than one location. 
The needle should not be inserted through or adja- 
cent to a laparotomy scar because of the chance 
that an intestinal loop fixed by adhesions to the 
parietal peritoneum might be punctured. 

In clinical evaluation of this procedure, it may 
be said that a dry tap is without significance while 
aspiration of the characteristic bloody fluid is diag- 
nostic. In this series, peritoneal tap was performed 
in ten cases, with positive results in nine. 


MORTALITY RATE 


The mortality rate for the series was 48 per cent. 
Fourteen patients died without operation because of 
moribund condition at the time of hospital admis- 
sion. The mortality rate for patients for whom re- 
section was necessary was 56 per cent, which was 
more than twice as high as the rate in the group in 
which simple release of strangulation sufficed. 


TREATMENT 


Although a consideration of the details in treat- 
ment is not within the scope of this presentation, it 
is well to emphasize the fundamental difference in 
treatment of patients with early as distinguished 
from late strangulation. Even in early cases, shock 
may be induced by reduction of circulating blood 
volume at the time of operation, and blood replace- 
ment by transfusion is mandatory, the amount de- 
pending upon the condition of the patient. The con- 
dition of early strangulation presents a real emer- 
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gency and prompt surgical intervention should be 
instituted upon reasonable suspicion before irrever- 
sible changes occur. 


A different situation obtains in advanced cases, 
with dehydration, electrolyte imbalance, excessive 
loss of circulating blood volume, and the pro- 
nounced distention of long-standing ileus. In such 
circumstances the author is heartily in accord with 
the view so ably expressed by Gatch that operation 
should not be considered necessary immediately, 
and should not be undertaken until hydration and 
chemical balance have been obtained, adequate cir- 
culating blood volume restored with stabilization of 
the blood pressure above the shock level, and de- 
compression of the bowel proximal to the strangu- 
lated loop effected. Only in this way will some of 
these desperately ill patients be salvaged. 

8467 South Van Ness. 
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The Diagnostic Problem in Asthma 


J. Harvey Back, M.D., Dallas, Texas 


SUMMARY 


Differences in the types of asthma are due 
to differences in the cause of the condition. 
As determination of the type is important 
with regard to treatment and prognosis, 
“etiologic diagnosis’ is a principal problem. 

Observers in various parts of the country 
may disagree sharply as to the relative inct- 
dence of one type and another, a disagree- 
ment which may be based on differences in 
the environments in which they make their 
observations. 

Reaching agreement on the interpretation 
of symptoms would be of great value. It must 
come from further careful, unbiased obser- 
vation. 


wit the accumulation of knowledge regarding 
the conditions which cause dyspnea, the differ- 
ential diagnosis of bronchial asthma has become 
comparatively easy. There is seldom any reason for 
confusion if one takes advantage of the means avail- 
able to determine definitely what the condition 
may be. It is possible, of course, for asthma and 
some other condition causing dyspnea to coexist; 
and this may make it somewhat difficult to know 
whether the condition is true asthma, and, if so, just 
how much of the dyspnea may be due to asthma and 
how much to the other condition. Even this usually 
can be determined by observation over a short 
period. 

To aid in the clarification of thinking on the sub- 
ject, it is desirable to abandon the use of such terms 
as cardiac asthma and renal asthma. With the rec- 
ognition of many causes of dyspnea, this term 
should no longer be used as synonymous with 
asthma, and in the light of present knowledge of 
the physiology and pathology of cardiac and renal 
function, other terms should be used to describe the 
dyspnea which may accompany cardiac or renal 
disease. Failure to make this distinction, both in 
diagnosis and in terminology, is the reason for in- 
ability to evaluate histories and statistics of former 
years and thus to know just how much asthma has 
existed and what the morbidity and mortality rates 
may have been. 

Errors in differentiation may still occur, but they 
are usually due to failure to use the means available. 


Presented before the Section on Allergy at the 78th 
‘Annual Meeting of bi California Medical Association, Los 
Angeles, May 8-11, 1949. 


The problem is not in the diagnosis of asthma 
but in the determination of the type of asthma. 
Asthma varies a great deal in etiology, symptoma- 
tology and prognosis, and the correct determina- 
tion of the type of asthma is of importance in deter- 
mining treatment and estimating the prognosis. 
These differences in type of asthma are due to the 
differences in the cause of the condition, so that the 
problem is one of “etiologic diagnosis.” This does 
not mean simply determining whether the patient is 
sensitive to ragweed pollen or house dust. First, it 
must be known whether the asthma is due to a sen- 
sitivity at all. 

The basic mechanism of the allergic reaction is 
unknown. It is known that it appears to be an anti- 
gen-antibody reaction, that vasodilation and smooth 
muscle contraction account for the local symptoms, 
but it is not known why some persons produce such 
antibodies while others do not, why the reaction 
occurs in some tissues and not in others, why one 
becomes sensitive to a certain antigen and not to 
others, or why one may become sensitive to a sub- 
stance to which he may have been exposed for many 
years. All these are unanswered questions because 
of lack of definite information as to the basic mech- 
anism. At present there are many who are looking 
to the action of histamine to explain many of the 
problems, but even should that hypothesis prove cor- 
rect the explanation for the antibody production is 
lacking. 

Fundamentally, all allergic reactions are the same. 
There is edema, eosinophilic and lymphocytic infil- 
tration and, when the reaction is often and fre- 
quently repeated, there may be necrosis or fibrosis 
or muscle hypertrophy resulting. Most allergic re- 
actions are reversible, but irreversible changes may 
be found following recurring attacks. Wherever the 
reaction may occur the differences in cellular and 
tissue reactions and the symptoms are dependent 
upon the type of tissue involved and its location. 
The presenting symptom may be headache or intes- 
tinal colic, depending solely upon the location of 
the reaction. 

Respiratory allergy is simply an allergic response 
in the respiratory tract. The reaction is the same as 
that elsewhere. There is no fundamental difference 
between hay fever and asthma. The differences are 
due solely to the tissues involved in the different 
locations. 

For purposes of discussion, asthma may be di- 
vided into allergic and non-allergic; seasonal and 
perennial; extrinsic and intrinsic; infectious. and 
non-infectious, and psychosomatic and organic. 
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These groups are not mutually exclusive, for 
asthma may be perennial and infectious; it may be 
non-allergic and psychosomatic and perennial. But 
it may be worth while to consider asthma from 
these different viewpoints to show the significance 
of them. 

The terms allergy and allergic should be restricted 
to conditions due to an antigen-antibody mech- 
anism, for it was this that was contemplated by von 
Pirquet when he proposed these terms. If asthma 
is purely psychosomatic in origin, it may be true 
asthma, but it is not an allergic condition. If in- 
trinsic asthma is not related to sensitivity to any 
antigen, it may be true asthma, but it is not allergic. 
This may be considered quibbling, but such a dis- 
tinction may help to clarify the thinking about these 
conditions. 

If those limiting their work to this field, but work- 
ing in different parts of the country, should be asked 
what part of the asthma they see is believed to be 
allergic, that is, on an immunologic basis, the an- 
swers would vary widely. It is a remarkable thing 
that competent physicians may reply that not more 
than 50 per cent of the asthma which they see is 
truly allergic—the other 50 per cent is due to other 
causes. Others, equally competent and equally hon- 
est, will state that probably 90 per cent of the 
asthma they see is allergic. The explanation of this 
disparity may be apparent upon further discussion 
of the classification. 

There can be no argument, of course, as to 
whether asthma is seasonal or perennial. The his- 
tory, if at all satisfactory, will offer this informa- 
tion. It is an important distinction to make, even 
though it is simple. Seasonal asthma, like seasonal 
hay fever, is almost without exception due to pollen. 
The asthma coincides with the blooming period of 
the plant to which the patient is sensitive and is 
absent the rest of the year. Treatment of these 
patients gives rather satisfactory results. For an 
unknown reason, pollen asthma responds better to 
pollen therapy than does hay fever. But the point 
of greatest importance is that seasonal asthma due 
to pollen seldom develops into perennial, chronic 
asthma. This is not an infallible rule, but pollen 
asthma rarely is a forerunner of chronic asthma. 


Infectious asthma is a term applied to a wheezing 
dyspnea associated with symptoms of infection in 
the respiratory tract. In some parts of the country, 
the diagnosis of infectious asthma is made fre- 
quently. In fact, it may make up a large part of the 
total. On the other hand, some investigators believe 
that infectious asthma is an uncommon condition 
and the diagnosis seldom justified. How can we ac- 
count for this difference? 


The first allergic reaction which was recognized 
as such was the tuberculin reaction. Allergic reac- 
tion to bacteria is theoretically possible; there can 
be no objection to the diagnosis on this basis. But 
no one has yet been able to establish the fact that 
any asthma is due to an immunologic reaction to 
bacteria. Skin tests may show positive reaction to 
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bacteria from the sputum or from other materials, 
but such a reaction may mean only that the patient 
has been sensitized to that organism, possibly 
months or years previously. It is not dependable 
evidence that the present asthma is due to the sensi- 
tivity. Again, as was learned in the days of toxin- 
antitoxin, children who had been injected with this 
mixture might subsequently show positive skin re- 
actions to horse serum yet have no clinical sensi- 
tivity to it. Those who have worked most with test 
extracts of bacteria and with vaccines in treatment 
will usually be the first to admit the insecurity in 
depending upon them. 


In many instances patients state that asthma 
started soon after the occurrence of some infection. 
Commonly patients report that attacks occur with 
colds, and, of course, sinusitis or bronchial infec- 
tion may be concurrent with asthma. On this basis, 
many diagnoses of infectious asthma are made. 
These factors do not justify such a diagnosis. A 
mother may state that her child first had asthma 
following whooping cough, measles, mumps or other 
infection, and that the attacks are restricted largely 
or entirely to the times when he has a cold. In these 
cases it is as common to find some food or environ- 
mental factor responsible for the asthma as it is in 
the cases in which there is no association with any 
infection. 

It should be remembered that there are factors 
which may precipitate attacks of asthma, but do so 
only in the patient who is allergic to some antigen. 
For example, a patient may be allergic to egg and 
yet have attacks of asthma only when he has a cold, 
when the weather changes suddenly, or with an 
emotional upset. In these instances, the cold is not 
the primary cause of the asthma, as may be shown 
by the fact that if the offending food is kept out of 
his diet, he may have a cold but not asthma with it. 
In other words, the food to which he is sensitive is 
the basic factor, but the sensitivity may be slight 
and he may be able to eat the food without asthma 
when he has no cold, the weather does not change 
or he has no emotional disturbance. But if he con- 
tinues to eat the reacting food and then has a cold, 
the two together will produce an attack. As a friend 
remarked, “The antigen loads the gun and the cold 
pulls the trigger.” There is abundant evidence that 
this explanation is correct. 


If patients who are believed to be truly allergic 
are removed from the classification of “infectious” 
asthma, how many of those truly infectious are left? 
In some parts of the country the remainder may be 
considerably greater than in others. But it is diffi- 
cult to form any acceptable statement until there is 
agreement at least on the interpretation of symp- 
toms. That ought to be simple, but queerly enough, 
it is not. 

There are those investigators who divide asthma 
into the extrinsic and intrinsic types, while others 
do not accept this as a valid division. Those who do, 
believe that in some people asthma develops with- 
out evidence of sensitivity to any external substance, 
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but due to some metabolic or other type of aberra- 
tion within the body. The patients are said to be 
usually past middle life at the time of onset of the 
asthma, their attacks are not separate but continu- 
ous, nothing can be found to account for it, the 
condition is progressive and not controllable except 
as help may be had for brief periods by medication, 
and the death rate is high. Clinically, intrinsic 
asthma is said to differ definitely from that which 
may be called extrinsic, and the prognosis is much 
worse. 

It is a very interesting fact that there are many 
investigators who are sure that in a considerable 
number of patients with asthma the disease may be 
classified as intrinsic in origin, while there are 
others probably of equal intelligence and with equal 
experience who say that such patients have not been 
observed by them. How can such divergence of opin- 
ion be explained? Since there is a great deal of 
difference in the mortality rates associated with the 
two types, it is a matter of importance to differen- 
tiate them accurately. Is the diagnosis of intrinsic 
asthma erroneous and do these patients have extrin- 
sic asthma which has not been adequately diagnosed 
from an etiologic standpoint? There are those who 
think so. Or are those in the other camp failing to 
make a valid and important distinction? Or is it 
possible that both groups are right and that the 
difference may be due to geographic, climatic or 
other differences? The author has observed only one 
patient who met all of Rackemann’s criteria for in- 
trinsic asthma. In that patient it developed in mid- 
dle life, it was continuously progressive and uncon- 
trolled, and aftér seven years of futile effort to find 
relief, the patient died. If there is such a condition 
as intrinsic asthma, this was an example of it. The 
queer thing is that this is the only case of asthma 
observed by the author which was felt to belong in 
the “intrinsic” classification. Many cases of asthma 
for which there was no adequate explanation have 
been oserved, although it is believed that there was 
such an explanation and it merely was not found. 
And these unexplained cases were not, by accepted 
clinical standards, intrinsic asthma. If in 30 years 
of experience, only one case which seems to con- 
form to the clinical picture of intrinsic asthma has 
been observed, it would seem that the condition is 
not common in the part of the world in which the 
author works. 

As was stated previously, in some parts of the 
country asthma is considered infectious because it 
is associated’ with a certain clinical history. Sim- 
ilar historical correlations were noted in patients 
observed by the author, but they were not inter- 
preted as indicating allergic disease due to infection. 
The difference here is in the interpretation of the 
patient’s history and not in finding, or failing to 
find, a certain clinical syndrome. Physicians may 
differ as to how to interpret statements, but there 
should be no difficulty in seeing the same symptoms 
when competent observers are seeing them. And the 
author believes that many physicians do not see the 
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syndrome labeled “intrinsic asthma.” Therefore 
there must be cases of this kind much more fre- 
quently in some parts of the country than in others, 
and it is probably neither kind nor wise to insist 
that there is no such thing. But the fact remains 
that resolving this question is a matter of more than 
academic interest and deserves attention. 


PSYCHOSOMATIC ASTHMA 


Aside from the disagreement regarding the diag- 
nosis of infectious asthma and as to the validity 
of the diagnosis of intrinsic asthma, it would seem 
that there ought to be some common ground on 
which agreement could be reached. But not yet. 
There still remains the matter of so-called psycho- 
somatic asthma. And here again there is much 
argument and little agreement. 


Everyone probably will admit that emotional 
states may play a part in the precipitation of aller- 
gic reactions. This is a familiar kind of response. 
Asthma attacks apparently induced by an emo- 
tional disturbance have been observed; urticarial 
attacks resulting from psychic upsets appear to be 
fairly common. Possibly allergic reactions of all 
kinds may be definitely influenced by the emotions. 


But this is not the problem on which there is 
such definite—and sometimes so violent—disagree- 
ment, What is needed to know, and what some in- 
vestigators affirm and others vigorously deny, is 
whether emotional disturbances in and of themselves 
can produce the allergic state or, to be technically 
accurate, reactions indistinguishable from the aller- 
gic reaction. For it may be said here, if there is such 
a thing as a psychosomatic asthma, it is not allergic. 
It may be asthma. 


Some psychiatrists assert that asthma is fre- 
quently due entirely to resentments, frustrations, 
feelings of guilt, and other psychic states. They 
would exclude all other factors and make this the 
entire explanation for the somatic symptoms. Al- 
lergy would be relegated to a minor position as a 
cause of trouble. Opposed are many investigators 
who believe that emotional disturbances play only 
an accessory role and that the basic mechanism is 
that of allergy. 


Where the truth lies cannot be said now. The 
author’s belief is that it lies somewhere between 
these extremes; that allergic reactions may be pre- 
cipitated or modified by emotional states, but that, 
with comparatively few exceptions, these are acces- 
sory and not the basic factor. Accurate information 
on which to base an unbiased belief will not be 
available until both those working in the field of 
psychiatry and those in the field of allergy are will- 
ing to cooperate in an unbiased fashion in the 
study of many patients. 

Probably not so important, because it does not 
involve fundamental considerations of theory, is the 
question of the importance of allergy to foods. It is 
a good illustration of the need for straight thinking 
and objective clinical investigation. It would seem 
that after 30 years of clinical work in allergy, there 
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should be decision as to just how important foods 
are as the cause of asthma, but opinions are as 
widely separated as the poles. There are those who 
believe that foods are the most frequent and the 
most important etiologic factors and those who be- 
lieve that foods may safely be disregarded as the 
cause of asthma. How can this variance be ex- 
plained? There are probably two or three reasons 
involved. First, there may easily be a geographic or 
climatic variation. It may be that in some areas 
pollens are abundant, respiratory infections very 
common and industrial dusts considerable. It is 
quite possible, under such conditions, that the inci- 
dence of asthma due to sensitivity to food may be 
relatively less important. On the other hand, in an 
area where pollen is less, respiratory infections in- 
frequent, and atmospheric contamination with in- 
dustrial dusts and fumes largely absent, there may 
be few patients with asthma from these causes and 
the proportion of food-sensitive persons hence in- 
creased. Second, and possibly more important, is the 
fact that many allergists, while trying to be scientific 
in attitude, are in reality refusing to admit the error 
of an idea because the idea was originally accepted 
without critical thinking and was never afterward 
subjected to unbiased thinking and clinical trial. It 
seems incredible that intelligent men should still 
sneer at each other about belief in or against the 
role of food as an allergen. Surely it is susceptible 
of proof, and men who want to know the truth 
rather than to support their own beliefs should be 
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able to determine just where the truth lies. The 
correct answer to this question is long overdue. 

Every scientific physician realizes the difficulty of 
reaching safe conclusions in clinical practice. There 
is such a great number of variables involved in the 
treatment of human beings that one is justified in 
forming conclusions only after many and arduous 
observations over much time. Anything less than 
this leads to error, as some have had occasion to 
realize. For this reason, answers to our problems 
cannot be expected at once although they are badly 
needed. But the questions of the role of infection in 
asthma, the validity of a diagnosis of intrinsic 
asthma, and the extent of the influence of psychic 
states upon the production of asthma are of vital 
importance because both morbidity and mortality 
rates are influenced greatly by the answers. 

These are some of the problems involved in the 
diagnosis of asthma. As has been stated, the differ- 
entiation of asthma from other conditions attended 
by dyspnea is usually not a very difficult task. But 
a consideration of the foregoing statements illus- 
trates the difficulties attendant upon an etiologic 
diagnosis. These statements show that a correct 
diagnosis of the type of asthma is most important, 
for it determines the treatment and the outcome of 
the condition. And unfortunately, they show the 
complete lack of agreement as to such diagnoses. 
Also they show the opportunity for unbiased, care- 
ful observation. The days of clinical research are 
not gone. 

Medical Arts Building. 
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Some Recent Advances in the Symptomatic 


Treatment of Osteoarthritis 


RicHArD D. Miter, M.D., Pasadena 


SUMMARY 


In over 400 treatments with procaine intra- 
venously, moderate to good improvement was 
noted in about 60 per cent of patients with 
osteoarthritis and radiculitis. Definite im- 
provement after a single treatment was noted 
occasionally, but more often relief was not 
obtained until six to eight treatments had 
been given. Symptoms due to osteoarthritic 
changes in peripheral joints did not respond 
as well as did those due to spinal arthritis. 

Curare relieves some of the pain of arthritis 
due to muscle spasm, but does not bring im- 
provement in motion of the small joints, such 
as those of the fingers. 

Preliminary experience with a new syn- 
thetic drug, 3-ortho-toloxy-1, 2-propanediol 
(Tolserol®), which produces muscular relaxa- 
tion differing from that induced by curare, 
suggests further clinical trial. 

Intra-articular acidification by injection re- 
lieved pain in about 50 per cent of patients 
with osteoarthritis of the knee. 





r the following presentation, recent advances in 
the treatment of arthritis (other than treatment 
with adrenocortical substances) will be examined, 
partly on the basis of a review of the literature, and 
partly summarizing original experience. 


JOINT INJECTION 


Joint injection is a helpful and yet very simple 
means of reducing arthritic discomfort. According 
to published reports this procedure has led to en- 
couraging results. 

It has been repeatedly shown that the joint fluid 
in rheumatoid arthritis frequently reaches a pH of 
7.8, while in osteoarthritis pH values of 8 and more 
have been encountered. Apparently an “alkaline” 
joint is a painful joint. Hematomata, on the other 
hand, as they are associated with bone healing, are 
characterized by a progressively more acid men- 
struum, as demonstrated by Stirling! in 1932. He 
was furthermore able to show that simple hemato- 
mata not connected with fractures also have a low 
pH, and that under certain circumstances pus has a 
similar degree of acidity. It has been suggested that 
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an acid medium is necessary for optimal polymor- 
phonuclear leukocytic activity and mesoblastic cell 
growth.!4 

Regeneration of joint cartilage is not usually con- 
sidered possible, but Waugh observed such a process 
following successful joint acidification.!° Smith- 
Petersen!? reported that after excision of the head 
of the femur, a layer of fibrocartilage forms in the 
acetabulum and over the stump of the neck. 

At a recent symposium on the treatment of arth- 
ritis at the Orthopedic Hospital in Los Angeles, 
several cases were presented, documented by roent- 
genograms, in which regeneration of the articular 
cartilage had apparently taken place within the hip 
joint. While joint acidification had not been the 
method of treatment in these instances, the result 
seems nevertheless to be of considerable importance, 
as it may contribute to a better understanding of 
the question whether regeneration of articular car- 
tilage is indeed possible. 


Various media have been employed for injection 
of the “alkaline” joint, especially lactic acid, acid 
potassium phosphate, and procaine acidified with 
lactic acid. A number of effects may be observed 
after the fluid has been introduced into the joint 
cavity. Due to its lubricating action, joint crepitus 
usually disappears; the anesthesized joint is further- 
more used to a much greater extent; in cases of 
chronic rheumatoid arthritis of long standing, ad- 
hesions may be broken down; and in osteoarthritic 
patients the articular capsule may be stretched, and 
thus joint tension reduced. 


In a series of 70 joints treatéd by acid injection, 
Baker and Chayen! found either no or only slight 
improvement in 34 cases, while in 36 instances mod- 
erate to great improvement was noted. Mawson!? 
reported upon 26 patients, and 23 were classified as 
improved while three others remained unchanged. 
Crowe,° in a series at Charterhouse, found that treat- 
ment with acid potassium phosphate led to good 
results. While no exact figure can be determined on 
the basis of published reports, a perusal of the 
literature on the subject leads to the impression that 
injection treatment is followed by improvement of 
varying degrees in 50 to 80 per cent of cases. 

In a series observed by the author, when osteo- 
arthritis of the knee was treated by injection with 
acid potassium phosphate or procaine, good im- 
provement was noted in just under 50 per cent of 
cases. Apparently it makes little difference whether 
acid potassium phosphate (1 per cent) or procaine 
(2 per cent) acidified with lactic acid to a pH of 
5.2 is used. But it is of importance to note that im- 
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provement cannot be expected from subsequent 
treatments if no relief or merely a short-lived cessa- 
tion of pain resulted from the first injection. For 
patients responding well to intra-articular acidifica- 
tion, a course of two to four weekly treatments will 
afford relief from arthritic pain during a period of 
about four to six months. 

For injection into the knee joint an approach 
from the lower pole of the patella and just medial to 
the patellar ligament was used. It was found to be 
preferable that the knee be slightly flexed over a 
firm pillow or a sandbag. First a skin wheal of pro- 
caine was raised, using a small gauge needle; then a 
2-inch, 22-gauge needle was substituted and pushed 
forward into the joint cavity. Fluid could be aspir- 
ated, and at the same time it was noted that the 
plunger could be advanced without encountering 
further resistance. Five cc. of procaine (2 per cent) 
was injected into the joint cavity, followed after sev- 
eral minutes by 15 cc. of acid potassium phosphate 
(1 per cent). There is no necessity that the knee be 
immobilized; in fact, a moderate amount of walking 
is advisable, in order to stretch the joint capsule. 
According to the recent literature the most favorable 
results have been obtained by injection into the knee 
joint. In the presence of considerable mechanical 
derangement or of malalignment of weight-bearing 
joints, however, the results are uniformly poor. 

The recent trend has been to use acidified pro- 
caine, as this medication produces a less pronounced 
tissue reaction if it is accidentally injected into the 
periarticular tissues. This fact is of still greater im- 
portance in injections into the hip joint, as it is 
sometimes difficult to be certain that the tip of the 
needle has penetrated into the joint capsule. 

Intra-articular joint injection is not indicated in 
cases of acute arthritis, as manifested by heat, red- 
ness, or recent effusion. Chronic effusion, on the 
other hand, does not contraindicate injection, pro- 
vided neither redness nor heat is encountered and 
the sedimentation rate is normal. 


For injection into the hip joint either the an- 
terior, the lateral, or the posterior approach may be 
used. The capsule of the hip joint is deep-seated and 
in a number of instances may reach a thickness of 
up to one-half inch; thus intra-articular injection 
into the hip joint presents certain technical dif- 
ficulties—a fact which is especially regrettable as 
the present methods of treating osteoarthritis of the 
hip joint can only be regarded as unsatisfactory. 

In the lateral approach, the needle is inserted 
about one inch above the midpoint of the great tro- 
chanter. It is directed upward and inward, so as to 
follow the neck of the femur. If the needle encoun- 
ters only bone, it is partially withdrawn and rein- 
serted at an increased angle, until the tough joint 
capsule is felt. When injections into the hip joints 
of cadavers were checked by means of roentgeno- 
grams, it became apparent that even in the most 
expert hands the needle entered into the joint cap- 
sule proper only ina small number of cases. How- 
ever, the procaine-lactic acid mixture may prove of 
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considerable therapeutic value even when introduced 
only into the periarticular tissue. The average dose 
for injection into the knee and hip joints is 20 cc. 


INTRAVENOUS INJECTION OF PROCAINE 


Intravenous injection of procaine is at present un- 
dergoing clinical trials in many institutions. The 
pain-relieving action of this procedure is not as yet 
completely understood, but it is known that follow- 
ing administration by the intravenous route, pro- 
caine or its breakdown products are about eight 
times as concentrated in inflamed or bruised tissue 
as in normal tissue.® Graubard and Peterson’ have 
pointed out that dysfunction in the capillary bed of 
the joint tissues produces porosity and edema with 
resulting accumulation of metabolites in the inter- 
stitial tissue. As the metabolic products increase, 
pain also increases. With the increased rate of con- 
centration of procaine or its breakdown products 
within the tissues, the nerve endings of the sympa- 
thetic fibers in the capillary wall become anesthe- 
tized and relaxation of the vessel takes place, result- 
ing in normal circulation. Graubard and Peterson‘ 
furthermore suggest that procaine may inactivate 
cholinesterase, thus allowing for a more sustained 
action of acetylcholine and decreasing the stimula- 
tion of the sympathetic ganglia and fibers. 

Intravenously administered procaine is hydro- 
lyzed into para-aminobenzoic acid and diethyla- 
minoethanol,‘ the latter compound being capable of 
producing local anesthesia, general analgesia, and a 
certain degree of antiallergic action. Formerly it had 
been assumed that destruction of procaine took 
place in the liver, but perfusion experiments have 
shown that not more than 1 per cent of the drug is 
hydrolyzed by this organ, while the major portion 
is transformed in the plasma. Procaine added to 
fresh plasma was shown to be 80 to 100 per cent 
hydrolyzed within two minutes.* 


Most investigators have adopted the so-called pro- 
caine unit, which is 4 mg. of procaine per kilogram 
of body weight, given in a 20-minute period. The 
author prefers to use a standard 250 cc. intravenous 
bottle containing 100 cc. of normal saline, to which 
is added the correct amount of procaine. For ex- 
ample, a patient weighing 50 kilograms would re- 
ceive 200 mg. of procaine during a 20-minute 
period. Ten cc. of procaine (2 per cent) is therefore 
added to the 100 cc. of normal saline, and the in- 
travenous drip is adjusted to empty within 20 
minutes. Using this amount of procaine there were 
no reactions except slight dizziness and transient 
diplopia, and the course of injections had to be dis- 
continued in only three cases because of reactions. 
As early as 1947, Graubard and his co-workers*® 
noted that in 2,000 administrations procaine sensi- 
tivity was not encountered in a single instance, nor 
was it ever found necessary to discontinue use of 
the drug. In January of 1949, Graubard and Peter- 
son’ reported on 110 cases of osteoarthritis, receiv- 
ing an average of six infusions. Good or fair relief 
of pain combined with increased mobility was ob- 


May, 1950 


tained in 104 of the 110 cases. In another series of 
22 patients with traumatic arthritis, good to fair re- 
sults combined with increased mobility were noted 
in 21 cases, Patients with rheumatoid arthritis re- 
ceived on the average 8.3 infusions, and the results 
in 28 out of 33 cases were good to fair, and in- 
creased mobility was reported in 26 instances. 


While few undesirable reactions occurred in a 
series of patients given intravenous infusions by the 
author, the good results cannot be described as 
dramatic. Up to the present, treatment with intra- 
venous procaine has been restricted to patients with 
complaints due to osteoarthritis and radiculitis. 
Definite improvement was occasionally seen after 
the first treatment but more often the relief was 
not pronounced until six to eight treatments had 
been completed. In over 400 treatments with in- 
travenous procaine the author observed moderate to 
good improvement in approximately 60 per cent of 
patients. Symptoms due to osteoarthritic changes in 
peripheral joints did not respond as well as those 
due to spinal arthritis. The first two infusions were 
usually administered within a single week and one 
a week is given thereafter. 


CURARE 


About 70 per cent of the pain an arthritic patient 
experiences is not directly due to inflammation of 
the joint but rather to secondary muscle spasm. Na- 


ture tends.to splint a diseased joint, and this effect 
is brought about through protective muscle spasm 
above as well as below the involved area. In this 
manner, however, not only stiffness but also pain is 
produced. There exists evidence indicating that once 
muscle spasm has been initiated, it tends to start a 
reflex cycle:’ By stimulating the receptor mechan- 
ism of proprioceptive nerves in muscle and connec- 
tive tissue, impulses are sent to the cord which give 
rise to reflexes causing further muscle spasm. This 
assumption received confirmation from the fact that 
many patients experience pronounced relief of pain 
after medication with curare. Curare possesses a 
selective action, affecting only the end plates of 
motor nerves, but not the pain fibers, and thus any 
alleviation of pain brought about through use of the 
drug must be due to cessation of muscle spasm. 
Patients with rheumatoid arthritis as well as osteo- 
arthritis associated with muscle spasm will show 
some subjective improvement after the use of an 
adequate dose of curare. This is particularly true 
in cases in which the spasm involves large groups 
of muscles, especially the paraspinal muscles. It is 
for this reason that curare is most useful in the treat- 
ment of Marie-Striimpell arthritis. 

For prolonged action curare is prepared with myricin, in 
peanut oil containing 27 mg. of d-tubocurarine per cc., 
which is equivalent to 180 units of Intocostrin® At room 
temperature the material is solid, due to the presence of 
wax which has a relatively high melting point. Before ad- 
ministration the rubber-stoppered vial is placed in a hot 
water bath until the substance is liquefied. Syringe as well 
as needle must be absolutely dry. Even the minute amount 
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of water which will remain in a needle sterilized in alcohol 
constitutes a source of danger. For this reason the needle 
should be placed in a steam sterilizer to which vacuum is 
applied during the last part of the procedure. Curare is 
water-soluble and will be liberated from the oil and wax 
at too rapid a rate if water is allowed to mix with the 
material in the syringe. As a final precaution the needle is 
heated over an open-flame just before it is used. In addition 
the syringe must be heated, as the preparation will solidify 
when it comes into contact with the cold glass. 

According to the dosage schedule followed by the 
author, the first injection is 0.5 cc., provided the © 
patient weighs at least 100 pounds. The second and 
following doses are usually 1 cc., given at intervals 
of from five to seven days. The preparation is in- 
jected deep into the hip. In order to avoid accel- 
erated absorption of the drug, the patient is in- 
structed to refrain from vigorous exercise or from 
applying heat to the site of injection. The patient 
will note increasing relief from stiffness beginning 
about two hours after treatment, and lasting from 
12 hours to five days, and in a few cases even to 
seven days. Morning stiffness is reduced, and the 
patient will be able to move about with greater ease 
and less pain. No improvement of motion has been 
noted in the small joints, such as the fingers. In only 
one instance did muscular relaxation reach such a 
degree as to result in lid drop, lasting for a period 
of about four hours. As the small muscles of the 
body are affected before weakening of the large 
muscles occurs, the appearance of lid drop will give 
fair warning before real interference with the 
muscles of respiration takes place. 


3-ORTHO-TOLOXY-1, 2-PROPANEDIOL 


A new synthetic drug, 3-ortho-toloxy-1, 2-pro- 
panediol, sold in this country as Tolserol,® is one 
of a long series of drugs tested for ability to produce 
relaxation of skeletal muscles. 

Berger? has pointed out that the muscular relaxa- 
tion produced by Tolserol is unlike that obtained 
with curare, because the drug acts on different struc- 
tures, and furthermore it affects the several groups 
of muscles in different order and to varying degrees. 
With curare, the muscles of cranial innervation are 
the first to be impaired, and paralysis of the peri- 
pheral and intercostal muscles, which is the next 
action of the drug, occurs as a rule only subsequent 
to lid drop. With Tolserol, on the other hand, the 
muscles of the posterior half of the body are first 
affected, then the action reaches the peripheral 
and intercostal muscles, subsequently the cranial 
muscles, and last the diaphragm. The end plates of 
the motor nerves are not affected by Tolserol, but it 
acts as a depressant of brain stem and spinal cord.!! 
The pain-spasm reflex cycle is interrupted at the 
level of the spinal cord, and larger doses of Tolserol 
will diminish the functional activity of the central 
nervous system. 

According to Schlesinger and his co-workers,!! 
Tolserol proved most successful in the treatment of 
muscle spasm in low back pain, and relief was 
brought about within a few seconds after intraven- 
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ous injection of the drug. No muscle weakness was 
encountered when amounts sufficient to obtain this 
desired relief were employed. The pain of Marie- 
Striimpell arthritis was reported to respond equally 
well to administration of Tolserol. Berger and 
Schwartz* found that Tolserol given by mouth was 
effective in relieving muscle spasm in arthritis of 
the cervical part of the spine, subacromial bursitis, 
and osteoarthritis of the hip joint. In some cases the 
action of the drug proved merely transient, while in 


‘ others it was indefinitely prolonged. Blood pressure, 


respiration, and heart rate were not affected; dip- 
lopia and mild muscular incoordination, occasion- 
ally encountered after intravenous injection of the 
drug, were absent after oral administration. 

From the author’s clinical experience it might be 
said that an oral intake of 500 mg. to 2 gm. daily is 
necessary to obtain muscular relaxation. While the 
usefulness of Tolserol in the treatment of various 
types of arthritis can be substantiated only on the 
basis of a large series of patients, preliminary ex- 
perience with this drug suggests continued clinical 
trial. 

65 North Madison. 
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Histamine and the Antihistaminic Drugs 


Epmunp L. Keeney, M.D., San Diego © 


SUMMARY 


The tissues affected by histamine and ana- 
phylactic reactions are identical. Epinephrine 
antagonizes the action of histamine by acting 
on effector cells in a direction opposite to that 
of histamine. The so-called antibistaminic 
drugs block rather than antagonize the action 
of histamine. The injection into the human 
body of epinephrine or certain antibistaminic 
substances provokes the release of histamine 
and thereby produces a rise in the histamine 
blood level. 


There is a remarkable conformity of po- 
tency of antibistaminics as determined by 
Dale experiments and by histamine intoxica- 
tion experiments in the intact guinea pig. 
Neoantergan, Pyribenzamine and Histadyl 
are usually superior to other compounds 
when potency is assayed by these methods. 

All antihistaminics provide similar protec- 
tion again animal anaphylaxis. Larger doses 
are necessary to protect against anaphylaxis 
than against histamine intoxication. 

The differences in potency as determined 
by Dale experiments and histamine experi- 
ments in animals are not found in clinical 
use. One compound is not generally superior 


—— principal actions of histamine are: (1) to 
evoke contraction of the smooth muscle in the 
bronchioles, intestines and uterus; (2) to dilate 
arterioles and cause increased permeability of cap- 
illaries; and (3) to act as a secretogogue for the 
lacrimal, nasal, pulmonary and digestive glands of 
external secretion. The most prominent pharmaco- 
logical effects of histamine, therefore, are due to its 
action upon involuntary muscle, upon vascular endo- 
thelium and upon the glands of external secretion. 

In the anaphylactic body the only tissues which, 
according to present evidence, are directly respon- 
sive to the antigen-antibody reaction are involuntary 
muscle, capillary endothelium and possibly certain 
glandular cells. The tissues affected by histamine 
and anaphylactic reactions are identical and it has 
naturally been assumed that the tissue response from 
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to all others in the treatment of any one or 
several allergic disorders. 

The antibistaminic drugs are beneficial in 
the symptomatic treatment of allergic rhinitis, 
acute urticaria and angioneurotic edema, and 
mild non-infective bronchial asthma. Their 
effectiveness in the management of moder- 
ately severe and severe non-infective bron- 
chial bronchial asthma; infective bronchial 
asthma: migraine; atopic dermatitis (dis- 
seminated neurodermatitis), and pruritus of 
skin disorders other than acute urticaria and 
angioneurotic edema, is not worthy of par- 
ticular commendation. 

The size of the dose of any antibistaminic 
substance influences the incidence of but not 
the type of side-effect that may accompany 
its usage. The quality of side effects varies 
according to the drug, although there is an 
individuality of response for each patient 
which must be reckoned with. In selecting an 
antibistaminic compound it is necessary to 
consider the percentage of cases in which side- 
effects occur, as well as the percentage of 
good results. Optimal results are obtained by 
employing combinations of compounds and 
changing from one to the other as the case 


' demands. 


the antigen-antibody reaction is due to a release of 
histamine or a histamine-like substance. 
Epinephrine favorably combats the anaphylactic 
reaction. Furthermore, epinephrine and histamine 
act on effector cells in opposite directions and the 
action of one tends to neutralize the action of the 
other. Epinephrine, therefore, is an effective anti- 
histaminic substance and this type of antihistaminic 
action is spoken of by the pharmacologist as physio- 
logic antagonism. This physiologic antagonism be- 
tween epinephrine and histamine may be at play 
within the body constantly as a compensatory mech- 
anism. To lend support to such a theory is the recent 
evidence that the intravenous administration of 
epinephrine or synephrine provokes a significant in- 
crease in the histamine blood level. The percentage 
of rise in the histamine blood level in allergic and 
normal individuals following the intravenous injec- 
tion of 0.2 mg. of epinephrine is similar, although 
the (resulting) histamine blood level in allergic pa- 
tients is frequently higher (160 ug. per cc.) than 
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that found in normal controls (60 to 80 ug. per 
cc.) 85: 6, 79, 83 

An exemplification of the extent to which eccen- 
tricity may accompany scientific endeavors is the 
confusing evidence that there is an increase in the 
blood histamine level following an injection of either 
Antergan,® Neoantergan® or Phenergan.® *4 To ex- 
plain this aberration from logical expectancy Pel- 
lerat®* has conceived the theory that tissue hista- 
mine is displaced by antihistaminic substances and 
liberated into the blood. The acceptance of Pellerat’s 
data must await confirmation by other investigators. 

Another facet to the inspiring theory of the com- 
pensatory mechanism between histamine and epine- 
phrine has lately been added. Fatal pulmonary 
edema in rabbits and guinea pigs following intra- 
venous epinephrine can be prevented by pretreat- 
ment with antihistaminic substances. The explana- 
tion ventured is that pulmonary edema from epine- 
phrine is the sequela of histamine release.**: °° 


Recently®? it has been proposed that “epinephrine- 
fastness” may be partially due to the release of his- 
tamine by epinephrine. In other words, the succes- 
sive administration of epinephrine to an “epine- 
phrine-refractory” asthmatic patient might act to 
aggravate the condition by releasing additional 
histamine. 

It occurred to the author that the unfavorable re- 
action in the nasal mucous membranes of patients 
following the indiscriminate usage of vasoconstric- 
tor drugs might be due to the local release of hista- 
mine. Could it be, therefore, that the deleterious 
local effects of epinephrine, Privine,® Neosyne- 
phrine® and ephedrine that are frequently observed 
in habitual users of these drugs are due to the lib- 
eration of histamine in the nose? And could such a 
reaction be prevented by adding antihistamine sub- 
stances to vasoconstricting nasal solutions? In an at- 
tempt to answer these questions, nasal solutions 
containing (1) Privine 0.05 per cent and Pyriben- 
zamine® 0.5 per cent and (2) Privine 0.05 per cent 
and Antistine® 0.5 per cent have been prepared by 
the Ciba Pharmaceutical Company. To date such 
solutions have been given to 100 patients with aller- 
gic rhinitis and although at this early date it is 
difficult and premature to judge their value, certain 
impressions have been acquired. The symptomatic 
relief obtained from both preparations has been 
spectacular; no unfavorable reactions from Privine 
have been encountered; and two patients who could 
not tolerate Privine alone have used both of the 
combined preparations with impunity. The com- 
plaint of burning in the nose that is known to follow 
at times the instillation of Pyribenzamine solution 
(0.5 per cent) has been observed to occur from the 
Privine-Pyribenzamine mixture. The Privine-Antis- 
tine solution, however, rarely causes burning. As to 
effectiveness the two mixtures are comparable. 


Epinephrine and related vasoconstrictor drugs, 
therefore, inasmuch as they act in antagonism to 
histamine, are well defined as antihistaminics. How- 
ever, may Benadryl,® Pyribenzamine,® Histadyl® 
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properly be called antihistaminics? These so-called 
antihistaminics, by themselves, do not cause any sig- 
nificant degree of muscular relaxation nor do they 
have any direct effect upon the peripheral blood ves- 
sels. They are drugs that block, rather than antago- 
nize histamine. In other words, the mechanism of 
action is similar to that by which atropine blocks the 
effects of acetylcholine. The term histaminolytic 
would be more applicable.” In this presentation, 
however, the term antihistaminic as it is commonly 
interpreted and defined in the medical literature 
will be employed. 

Within the past three years the medical literature 
has been studded with reports on antihistaminic 
substances. Because of the great and unfortunate 
variety of techniques used in studying these com- 
pounds it has become increasingly difficult and haz- 
ardous to interpret, analyze, compare and evaluate 
the data submitted. Particularly treacherous is the 
evaluation of clinical observations where the per- 
sonality equations of the investigator and the patient 
are so variable. Then, too, the very nature of the 
allergic condition makes for difficulty in the ap- 
praisal of any therapeutic agent. 

For the sake of clarity, accuracy and simplicity 
thé data analyzed in this report will be presented 
under the following headings: (1) chemistry, (2) 
in vitro experiments, e.g., studies employing the 
Dale technique, (3) in vivo animal experiments con- 
cerned with activity against histamine intoxication 
and against anaphylaxis, (4) clinical observation, 


and (5) side effects. 
CHEMISTRY 


Upon scrutiny of the chemical structures of the 
multifarious antihistaminic substances, certain fac- 
tors common to the most potent ones become appar- 
ent. Many can be segregated into two groups de- 
pendent upon the existence in the molecule of the 
basic unit, ethanolamine (Benadryl, Decapryn) 
Figure 1, or the basic unit ethylenediamine (Pyri- 
benzamine, Histadyl, Neoantergan, Antergan, Bro- 
mothen, Chlorothen, Neohetramine) (Figure 2). 
Common to these two groups is a terminal N atom 
which is a tertiary amine and this component of the 
structure contributes favorably to the potency of the 
entire molecule.*° Dimethyl amine instead of diethyl 
amine groupings on the tertiary amine make the 
compounds less toxic. The chain length between the 
O and the N or the N and the N atoms is not more 
than two C atoms. Increased length and branching 
detract from activity. Certain alterations of the aro- 
matic nuclei attached to the alpha N atom can be 
made without interfering with activity. A displace- 
ment of the pyridyl (Pyribenzamine, Neoantergan, 
Histadyl, Bromothen, Chlorothen) with the pyrimi- 
dyl group (Hetramine, Neohetramine) does not in- 
terfere appreciably with potency. The addition of a 
para-methoxyl group to the benzol nucleus enhances 
activity (Neoantergan versus Antergan; Neohetra- 
mine versus Hetramine). Furthermore, the benzol 
group may be converted to a thenyl (Histadyl or 
Thenylene) or halogenated thenyl group (Bromo- 
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then, Chlorothen) 


ness.48> 51 


The structural formulae of Trimetron, Antistine, 
Phenergan and Thephorin (Figure 3) vary in differ- 
ent degrees from the two large groups of compounds 
already discussed. There is great similarity in struc- 
ture between Trimeton and Pyribenzamine and 
Benadryl but in the former substance a methane 
grouping has been substituted for the O atom of 
Benadryl and the alpha N atom of Pyribenzamine. 
In Antistine the terminal N atom has become a part 
of a heterocyclic compound. Phenergan has a pheno- 
thiozine molecule and an isopropyl group connect- 
ing the two N atoms. Thephorin is completely unlike 
any of the compounds. All of these antihistaminics, 
regardless of structure, possess clinical activity of a 
comparable degree, as will be pointed out later in 
this discussion. 


without impairing effective- 


IN VITRO EXPERIMENTS 


Dale experiments. Ineluctable deceptions and un- 
avoidable inaccuracies accrue from experiments 
with the Dale technique because of the erratic be- 
havior of the isolated intestine.1® 4° Because of this 
and the slight variations in technique employed by 
different investigators, precautions and heedfulness 
must be exercised in evaluating small differences in 
effectiveness of compounds tested. 
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By exercising conservatism, certain conclusions 
can be drawn, even despite the hazards offered by 
this technique. Histadyl,* 48 Chlorothen,* >! 
Bromothen,* 5! Pyribenzamine*® and Neoanter- 
gan*® 75,90 are more potent than Phenergan*®: 31 
and Benadryl;*> 7 29 and Antistine* 2° is the least 
potent of all. 


IN VIVO EXPERIMENTS 


Histamine intoxication. Three methods have been 
used to study the blocking effect of antihistaminics 
in the intact guinea pig: (1) the injection of a fixed 
dose of antihistamine substance prior to the intra- 
venous administration of histamine in order to as- 
certain the number of lethal doses of histamine that 
can be tolerated,*: °° (2) the administration of anti- 
histaminics by injection or by mouth and noting the 
protection against histamine aerosol,% 3% 55 and 
(3) the determination of the smallest amount of 
antihistamine substances that will afford protection 
against one lethal dose of histamine injected intra- 
venously,°° intracardially*® or intraperitoneally.”) 21 

Slight differences in the comparative effectiveness 
of the various antihistaminics, due to the diversity 
of methods and procedures, are insignificant. How- 
ever, it is noteworthy that whenever Neoantergan 
has been compared with other antihistaminics, re- 
gardless of technique employed for testing, it has 
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COMPOUNDS wiITH Ethanolamine As A BASIC UNIT 


COMMON NAME 
Benadry| 


Decapryn 


CHEMICAL NAME 


Dimethylaminoethoxy- 
methy| nzylpyridine. 


FORMULA 


B-dimethylaminoethy| 
benzhydryl ether. 
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always proven to be the most effective,” 29 46 with 
Pyribenzamine,*! 9°: 46 Histadyl,*® 2! Bromothen,*® 
Chlorothen,*® Benadryl,°® 2% 46 21 Phenergan,*® 
Hetramine,*® and Antistine®: 46 usually rated in re- 
gard to comparative potency in the order enu- 
merated, 

There is, therefore, a remarkable conformity in 
regard to the order of potency of the various anti- 
histaminic compounds as determined by the Dale 
technique and by the in vivo experiments in the 
intact guinea pig when testing for activity against 
histamine intoxication. 

Animal anaphylaxis. Guinea pigs have been em- 
ployed by most investigators for anaphylaxis experi- 
ments, and a great variety of foreign proteins have 
been used as sensitizing antigens. The usual proce- 
dure has been to administer the sensitizing dose of 
antigen; wait 14 to 21 days for hypersensitivity to 
develop; administer the antihistaminic substance, 
and then within 10 to 60 minutes thereafter give the 
challenging dose of antigen. By this method of in- 
vestigation, Neoantergan,*® 71 Antergan,”! Pyriben- 
zamine, *®: 71, 4, 54, 67 Histadyl,4® Bromothen,*® Chlo- 
rothen,‘® Thephorin,‘® Neohetramine,®’ Bena- 
dryl,*® 71, 54,76 Hetramine,??_ Phenergan®! 46 and 
Antistine*® have been shown to be potent. Very few 
investigators have studied the comparative effective- 
ness of many different compounds. However, Lan- 
dau and co-workers,** studying nine compounds, 
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found that the amounts of Neoantergan, Pyribenza- 
mine, Histadyl, Bromothen, Chlorothen, Benadryl, 
1721 (Searle), and Phenergan needed for protection 
were almost equal, and that larger doses of Antistine 
were required to similarly protect animals. Rose and 
co-workers”* reported that Neoantergan, Pyribenza- 
mine, Antergan and Benadryl were equivalent in 
protective power. 

For protection against anaphylactic shock much 
higher doses of antihistaminics are required than 
for protection against histamine intoxication.*® Be- 
cause of this discrepancy it is not necessary to imply 
that anaphylaxis in the guinea pig is not the result 
of histamine release. It is probable that there is 
intracellular release of histamine as a result of anti- 
gen-antibody reaction.”® Because of this, the oppor- 
tunity for effectiveness of a blocking substance is 
less than it would be if the histamine came to the 
cells by way of the bloodstream. It is,therefore, in- 
telligible why reactions to histamine which depend 
upon diffusion of histamine into tissues from the 
bloodstream can be more competently blocked by 
antihistaminics than can those reactions which re- 
sult from release of histamine directly within the 
effector cells. 


CLINICAL OBSERVATIONS 
General. There are very few data available on the 
stability of antihistaminic substances. Trimeton dis- 
colors slowly on exposure to sunlight and reacts 


MISCELLANEOUS COMPOUNDS 


COMMON NAME_ | CHEMICAL NAME 


FORMULA 


2-Methyl-9-phenyl-2 
Thephorin — |34.9-tetrahydro-- 
pyridindene. 


N-phenyl-N- benzy! 
Antistine ee 
ine. 


N-dimethylamino- 
Phenergan _|isopropyithiodipheny 

lamine. 

2-pyridyl B-N,N-di- 
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methane. 
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with rubber.** Landau and Gay*® reported that 
Phenergan had oxidized en route from France to 
their laboratories and that the potency of high dilu- 
tions of several drugs decreased even though they 
were refrigerated. They did not enumerate the drugs 
so affected. 


The dearth of data on absorption and excretion is 
regrettable. Following the administration of 400 mg. 
of Benadryl in 50 cc. of water by mouth under fast- 
ing conditions, the concentration of Benadryl in the 
blood reaches a peak of 1.07 ug. per cc. within a 
period of 90 to 120 minutes, Under similar circum- 
stances Pyribenzamine attains a peak of concentra- 
tion of only 0.4 ug. per cc.. after 180 minutes. 
Twenty-four hours after 400 mg. of Benadryl and 
Pyribenzamine were administered orally, 46 per 
cent and 20 per cent, respectively, were excreted in 
the urine.°® 

Benadryl administered orally in therapeutic doses 
has no effect on the body temperature, the basal 
metabolic rate, the body weight, the pulse rate, the 
blood cell structure, the electrocardiogram, or the 
glucose tolerance curves.*” 58: 68 There may be a de- 
crease in the blood pressure which persists for one 
to two hours following the oral administration of 50 
to 100 mg.?* However, following the intravenous ad- 
ministration of 200 mg. and 300 mg. of Benadryl in 
50 cc. of distilled water the systolic and diastolic 
blood pressure rises an average of 30 to 40 mm. and 
20 to 30 mm. respectively. The pulse rate also in- 
creases 20 to 25 beats per minute. This cardiovas- 
cular reaction persists for about 60 minutes and then 
begins to subside.®? 

Pyribenzamine given orally in doses of 150 mg. a 
day has no effect on body weight, blood pressure, 
urine, urea blood nitrogen, liver function or blood 
cells.*# 

Neohetramine" in daily doses of 200 to 400 mg. 
and Thephorin!® in a daily dose of 300 mg. by 
mouth do not affect blood cells, urine, blood pres- 
sure or electrocardiogram of normal individuals. 
Inversion of the T waves in Lead C V, in patients 
with arteriosclerotic heart disease has been observed 
following the oral administration of 300 mg. of 
Thephorin. The changes disappeared after with- 
drawal of the drug.!® 

Electroencephalograms following the administra- 
tion of 200 mg. doses of either Benadryl, Pyriben- 
zamine, Neohetramine or Thephorin show identical 
changes of fast activity superimposed on a normal 
alpha rhythm. There may also be a decrease in the 
amplitude of the waves.!® 


Seasonal and perennial allergic rhinitis. The 
therapeutic effectiveness of antihistaminic drugs is 
not modified by the type of antigen setting off the 
hypersensitive reaction in the nose. The symptoms 
of sneezing, rhinorrhea, lacrimation, and itching of 
the eyes and nose are better relieved than is nasal 
congestion.2? Pyribenzamine,?” §: 37, 52, 2, 89 Hydryl- 
lin,27-2 Antistine,27-2-24.88 Neoantergan,27 82,89, 88,78 
Histadyl,21:27, 63,25 Benadryl? 8.52.9 Thephorin,!8:7 
Neohetramine, 1”: 2» 88: 7 Chlorothen,?? Decapryn,!*;7 
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and Trimeton®®: 1%: 91 give beneficial results in from 
60 to 80 per cent of the patients treated. The degree 
of relief depends upon the dosage employed and the 
patient’s tolerance of the drug. Although Pyribenza- 
mine, when it has been compared with other sub- 
stances, has proved to be superior in effective- 
ness,”7: 8, 87,2 this difference is not great and it is 
imperative to stress that any one compound is not 
generally superior to all others. It is not an uncom- 
mon experience to find patients that will benefit 
from one drug but not another, so that if sympto- 
matic relief is not forthcoming during treatment 
with a particular antihistaminic substance, other 
compounds should be given a trial. 


The oral dose for all compounds is similar. At the 
onset of treatment a small dose (25 to 50 mg.) ad- 
ministered regularly after each meal and at bedtime, 
or periodically as necessary to relieve symptoms, is 
advisable. The dose may be increased until relief is 
obtained or until side-effects are experienced. Larger 
amounts of Antistine?’ and Neohetramine’ than of 
other antihistaminics are necessary to provide com- 
parable relief. 


The topical application of two to three drops of 
a 0.5 per cent solution of Pyribenzamine in the nose 
every three to four hours gives symptomatic relief 
and reduces the engorgement of the inferior turbi- 
nates. The duration of relief varies from one to 24 
hours depending upon the severity of the symptoms. 
Local reactions such as burning in the nose and 
pharynx and sneezing occur, but general reactions 
have not been reported.!? The topical application of 
one to two drops of a 0.5 per cent solution of Antis- 
tine in the eyes is usually non-irritating and often 
effective in the relief of the itching and the burning 
caused by the allergic reaction in the conjunctivae.** 


The gratifying symptomatic relief afforded by the 
antihistaminic compounds must not diminish the 
search for etiological factors and must not encour- 
age the withholding and exclusion of specific desen- 
sitization therapy. Desensitization with specific anti- 
gens as a therapeutic measure by itself is superior 
to symptomatic treatment with antihistaminic drugs. 
Furthermore, asthma is likely to develop in patients 
with allergic rhinitis during treatment with only 
antihistaminic substances, whereas, asthma rarely 
occurs in patients receiving perennial or preseasonal 
desensitization therapy. Desensitization and antihis- 
taminic substances employed together provide the 
optimal opportunities for efficacious results.*® 

Bronchial asthma. Critical investigators have 
called attention to the poor results obtained in the 
treatment of bronchial asthma. About 25 to 50 per 
cent of the patients treated with Pyribenza- 
mine,2”: 8, 37. 52, 2 Hydryllin,?” 2 Antistine,?" 24 Neo- 
antergan,2” 8, 2, 78 Histadyl,2” Benadryl,*: 52:9 The- 
phorin,!® Neohetramine,'’ Decapryn,'* 7° and Tri- 
meton!*: 91 are benefited. In a few instances where 
the effectiveness of several compounds has been 
compared, Hydryllin?’.? and Neoantergan”’ have 
met with the most success. But in the treatment of 
asthma as in the treatment of allergic rhinitis the 
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differences in effectiveness of the various drugs are 
not of sufficient degree to merit dogmatism. Only 
patients with non-infective bronchial asthma pre- 
senting very mild symptoms are benefited. Patients 
with infective bronchial asthma are not affected 
favorably and it is probably not wise to attempt 
treatment of such patients with the antihistaminic 
compounds because of the drying effect. 


Urticaria and angioneurotic edema. The antihis- 
taminic drugs attain their zenith of effectiveness in 
acute urticaria and angioneurotic edema. Pyri- 
benzamine,2”: 8» 37, 52, 5, 42, 1 Antistine,2? 24 6! Bena- 
dryl,8-52,9,5,42.1 Histadyl,??:42 Neoantergan,?"*? Hy- 
dryllin,2? Neohetramine,!".? Thephorin,!* Decap- 
ryn!t and Trimeton!* are of comparable effective- 
ness. From 60 to 90 per cent of patients treated 
receive varying degrees of subjective and objective 
relief. Pruritus is usually the first clinical manifes- 
tation to be ameliorated, and alleviation of erythema 
and edema follows. Pruritus may be promptly abated 
by the intravenous administration of from 20 to 50 
mg. of Benadryl in 75 to 100 cc. of isotonic sodium 
chloride solution and this mitigation usually persists 
four to eight hours. The author has procured more 
satisfactory and durable palliation by administering 
100 mg. of Benadryl in 250 cc. of isotonic sodium 
chloride solution over a period of one to three hours 
and repeating the procedure as necessary through- 
out a 24-hour period. Only Benadryl and Histadyl 
are commercially available in solutions for paren- 
teral injection. Chronic urticaria and angioneurotic 
edema respond less dramatically to antihistamine 
therapy than the acute forms. 


Pruritic dermatosis other than urticaria and 
angioneurotic edema. The antihistaminic drugs do 
not alter the course of any skin disease other than 
by the indirect effect of reducing trauma through 
the amelioration of pruritus. An appraisal of the 
efficacy of such drugs in the relief of pruritus is 
made particularly untrustworthy because of the sub- 
jective nature of the symptom. Baer and co-work- 
ers® studied the effect of oral Benadryl and Pyriben- 
zamine on patients with atopic dermatitis (dissem- 
inated neurodermatitis), eczematous dermatitis, 
erythema multiforme, chronic discoid and lichenoid 
dermatosis, acne vulgaris, psoriasis, lichen planus, 
pruritus vulvae and ani, generalized pruritus, lichen 
chronicus simplex and dermatitis medicamentosa. 
They concluded that only 10 per cent of their pa- 
tients experienced commendable easement of itching. 
Other investigators employing Pyribenzamine,*: °? 
Benadryl,*: 2. Neohetramine,!’ Thephorin,!® and 
Trimeton" orally in the treatment of atopic derma- 
titis and contact dermatitis have reported disap- 
pointing results. The patch test reaction to poison 
ivy extract cannot be lessened by administering 
Pyribenzamine before, at the time of testing and 
during the development of the reaction.** 

Antihistaminic substances have been incorporated 
in ointment bases for local application in the treat- 
ment of allergic cutaneous disorders and also other 
skin conditions that are accompanied by pruritus. 
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A 5 per cent ointment of either Benadryl or Pyri- 
benzamine is too irritating for general usage. The 
ointments available now for local application on the 
skin are all of a concentration of 2 per cent. Perry® 
could not reduce the erythema associated with a his- 
taminic wheal by the local application of a 2 per 
cent Benadryl ointment, and was also unable to re- 
lieve pruritus in patients with itching dermatosis by 
the local application of such an ointment. Sulzber- 
ger and co-workers* have observed that 2 per cent 
and 5 per cent Pyribenzamine ointments have con- 
sistent effectiveness only in the local treatment of 
lichen chronicus simplex and that such ointments 
are of diminutive value in the management of atopic 
dermatitis, contact dermatitis and pruritus vulvae 
and ani. 


A 5 per cent aqueous solution of Pyribenzamine 
filters out erythemogenic wave lengths (2,800 to 
3,100 A) and when introduced into the skin by ion- 
tophoresis inhibits ultraviolet erythema. That such 
an effect is not due to the antihistaminic qualities of 
Pyribenzamine is indicated by the evidence that 
Benadryl, which has a different absorption spec- 
trum, does not inhibit ultraviolet erythema, and that 
Pyribenzamine solution interposed between the light 
source and the skin but not on or in the skin filters 
out the erythemogenic rays.** 


Migraine. There has been a remarkable paucity 
of reported observations on the effects of antihista- 
minics in the treatment of migraine.!* 18: 9, 70, 13 
The number of patients treated with various com- 
pounds, as reported to date, is so insignificant that 
no conclusions can be drawn. 


Tuberculosis. It has been assumed that the inflam- 
matory reaction that occurs in reinfection with 
tubercle bacilli or from a spread from the primary 
focus is partially due to the release of histamine. 
If this actually is the case, antihistaminic drugs 
might prevent tissue destruction by protecting sensi- 
tized cells from injury. Neohetramine, Pyribenza- 
mine, Benadryl and Thephorin have been employed 
in doses of 150 to 400 mg. daily in the treatment of 
patients with pulmonary tuberculosis over a period 
of ten weeks to seven months.*! Of six patients with 
acute exudative tuberculosis and two patients with 
acute tuberculous pneumonia, seven displayed x-ray 
evidence of clearing of the pulmonary lesion, de- 
crease in the amount of sputum and reduction of 
cough. In six of the patients the first strength puri- 
fied protein derivative (P.P.D.) Mantoux test re- 
verted from positive to negative. Only four out of 14 
patients with mixed exudative and productive tuber- 
culosis showed evidence of improvement on x-ray 
films, but the first strength P.P.D. test became nega- 
tive in 11 of the patients. Of eight patients with 
productive tuberculosis none showed any evidence 
of improvement but seven of the eight patients de- 
veloped negative reaction to first strength P.P.D. 
Mantoux test. The most significant and hopeful ob- 
servation of this interesting study was the disclosure 
that when three patients with acute exudative tuber- 
culosis who were improving were taken off antihis- 
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taminic therapy, x-ray evidence of retrogression in 
the pulmonary lesion developed. Furthermore, re- 
institution of antihistaminic substances reproduced 
subjective and objective improvement. 


In regard to the use of antihistaminic drugs in 
the treatment of infections a note of caution is 
sounded from the results of recent studies by Hal- 
pern in France. The edema accompanying local in- 
fections in animals produced by staphylococcus and 
Salmonella typhimurium was inhibited by treatment 
with Phenergan. The very act of preventing local 
edema by antihistaminics might very well destroy 
a natural barrier to the diffusion of the infection, 
because 80 per cent of the infected animals treated 
with antihistaminics developed septicemia and vis- 
ceral abscesses and eventually died, whereas the 
infected animals that were not treated with anti- 
histaminics recovered.*4 


Motion sickness. During the course of time that 
the clinical effects of Dramamine (B-dimethylamino- 
ethyl benzohydryl ether 8-chlorotheophyllinate) on 
patients with hay fever and urticaria were being 
studied in the allergy clinic at the Johns Hopkins 
Hospital, it was by chance observed that the drug 
dramatically relieved motion sickness. Subsequent 
studies by Gay and Carliner which?* were conducted 
on a United States Army transport carrying soldiers 
from New York to Bremerhaven, Germany, authen- 
ticated without a doubt the efficacy of this substance 
in the treatment and prevention of sea sickness. 
Dramamine in doses of 100 mg. every five hours 
and before retiring prevented sea sickness in all but 
two of 134 men. Furthermore, the drug effectively 
relieved the manifestations of sea sickness within 
one hour after it was administered. Strickland and 
Hahn*! reported that the drug is also efficacious in 
the prevention of air sickness. 


Miscellaneous conditions. Benadryl,’® ®° Pyriben- 
zamine®® and Thephorin” reduce the severity and 
the duration of subjective and objective symptoms 
brought on by exposure to cold in individuals hyper- 
sensitive to cold. Neoantergan*® and Benadryl*® are 
effective in the management of patients hypersensi- 
tive to liver extract. Hunter*’ has advocated 1 gm. 
of Neoantergan, in divided doses, 24 hours prior to 
the administration of liver extract. At times it is 
advisable to give 300 mg. just prior to the injection. 
Severe reactions to liver extract, however, are not 
modified by Neoantergan. Carryer!® recommends 
desensitization with liver extract in addition to the 
oral administration of 50 mg. of Benadryl three to 
four times a day. As the intervals between liver in- 
jections are increased Benadryl is given only on the 
days of the liver injections. Local reactions to in- 
sulin may be combated by mixing insulin with an 
equal amount of a 1:1,000 Benadryl solution. How- 
ever, that procedure may need to be supplemented 
by Benadryl given orally if the local reaction is se- 
vere or if urticaria is a part of the reaction.*’ Hor- 
ton and Brennan*® were able to abort attacks of 
trigeminal neuralgia with 100 mg. of Pyribenza- 
mine given orally. Attacks of trigeminal neuralgia 
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could be precipitated by the injection of 0.1 mg. of 
histamine and immediately relieved by either 100 
mg. of Pyribenzamine or 100 mg. of Benadryl ad- 
ministered orally. Thirty mg. of Benadryl in 100 cc. 
of isotonic sodium chloride solution injected intra- 
venously also alleviated the attacks. Bernstein and 
co-workers® reported Benadryl to be effective in the 
management of two patients with cardiac asthma 
and in five of ten patients with functional dysmenor- 
rhea. Trimeton!* is reported to have been of éxcel- 
lent benefit to one patient and of moderate benefit 
to another patient with radiation sickness. Pyriben- 
zamine®’ does not inhibit the increase of gastric 
acidity induced by the administration of histamine. 


SIDE-EFFECTS 


There is a definite correlation between the inci- 
dence of side-reactions and the size of the dose of 
antihistaminic drugs, but there is no relationship 
between the kind of side-reaction that develops and 
the dosage. Furthermore, there is an individuality 
of response for each patient as far as different com- 
pounds are concerned, and this applies to therapeu- 
tic effectiveness as well-as to side-effects. With few 
exceptions the quality of the side-reactions is sim- 
ilar for all compounds. The quantity of side-effects 
reported varies according to the drugs and also 
according to duration of time that they have been 
available for study. The customary and common 
side-effects, irrespective of compound, are: Drowsi- 
ness, dizziness, weakness and fatigue, nervousness, 
tremor, faintness, headache, apprehension, mental 
confusion, dryness of oral cavity, nausea, anorexia, 
abdominal pain, vomiting, blurring of vision, par- 
esthesia, tachycardia, palpitation, and urinary fre- 
quency.2”: 8. 1, 88 The incidence of side-effects in pa- 
tients treated with antihistaminic compounds varies 
from 10 per cent for some of the compounds to 50 
per cent for others. Reactions are more liable to ac- 
company the usage of Benadryl, Pyribenzamine, 
Hydryllin and Neoantergan?": §: 52: 89 than Antistine, 
Histadyl, Neohetramine and Thephorin.1" 18: 27, 24,7 
Trimeton*: 91 and Decapryn"! are infrequently fol- 
lowed by side-effects, but to date insufficient data 
have been recorded on these compounds to permit 
comparison with the other members of antihista- 
minic family. Thephorin is unique among the vari- 
ous compounds in that insomnia and _ nervous- 
ness,!8: 11, 59, 62 and not drowsiness, are the most 
frequent unfavorable reactions. 

The toxic reactions to Benadryl have been re- 
viewed by Sachs** and the reader is referred to this 
article if reactions are encountered which are not 
enumerated in this treatise. It is necessary, however, 
to take cognizance of the ill-imagined allergic reac- 
tions to these compounds. Bronchial asthma has 
been exacerbated by Benadryl*® 87: 29, 50, 10 and Py- 
ribenzamine.*? Eczematoid dermatitis from Pyriben- 
zamine,*: 19.36 and contact dermatitis from Pyri- 
benzamine ointment®?: 79 have been encountered. 

It is interesting to speculate as to why antihista- 
minics should enhance at times such clinical mani- 
festations of hypersensitivity as bronchial asthma. 
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Is such a reaction the result of the drying effect of 
these drugs; is it the result of a true hypersensitiv- 
ity to the chemical compounds; or is it a manifesta- 
tion of Pellerat’s so-called “histaminoid accident,” 
which this investigator claims to be due to the re- 
lease of histamine from the cell receptors by the 
antihistaminics? The questions cannot be answered 
at this time, but certainly the matter is worthy of 
diligent study. 


In selecting an antihistaminic drug for the treat- 
ment of an allergic disorder it is as imperative to 
consider carefully the percentage of incidence of 
side-effects as it is the percentage of good results 
obtained. If it is desirable to avoid drowsiness, 
Antistine, Histadyl, Thenylene, Thephorin, Neohet- 
ramine and possibly Decapryn and Trimeton should 
be prescribed. When a sedative effect is indicated, 
Benadryl, Hydryllin, Pyribenzamine and possibly 
Neoantergan take precedence. Optimal results can 
usually be obtained by using combinations of the 
various compounds and changing from one to the 
other as the case demands. It is indeed fortunate 
that a choice can be made from several preparations, 
and that the preparations are compounded in a 
variety of forms (see chart). 

239 Laurel Street. 
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Fatal Acute Agranulocytosis Following 
Prolonged Administration of Small 
Doses of Sulfadiazine for 
Urinary Bacteriostasis 


MattHEew MarsHa tt, Jr., M.D., THapp—eus M. McNamara, 
Jr., M.D., and Jonn W. Scuutte, M.D., San Francisco 


DDIS! suggested the use of 400 mg. of sulfathiazole daily 
to produce bacteriostasis in the urine as an adjunct in 
the treatment of chronic pyelonephritis. On this basis, the 
authors have used 500 mg. of sulfadiazine daily following 
prostatectomy as a prophylaxis against acute urinary infec- 
tion. The following case report suggests that fatal acute 
agranulocytosis may result from such small doses of sul- 
fadiazine. The patient received 2 gm. of sulfadiazine daily 
for six days, followed by 0.5 gm. of sulfadiazine daily for 
34 days. The total dose was 29 gm. administered over a 40- 
day period. Acute agranulocytosis developed and the drug 
was discontinued. Other drugs given were codeine, acetyl- 
salicylic acid, thiamine and penicillin. With the possible 
exception of penicillin, these drugs are not thought to cause 
acute agranulocytosis. However, sulfathiazole and sulfadia- 
zine are known to cause acute agranulocytosis. Periods of 
granulocytopenia develop frequently in patients who are 
taking a sulfonamide, but usually recovery occurs. Usually, 
acute agranulocytosis caused by a sulfonamide occurs only 
if the daily doses are larger than those given in the case 
here reported and are administered over a period of two 
weeks or more, or if the drug is administered intravenously. 
One non-fatal case, however, has been reported following 
one week of sulfonamide therapy. 


CASE REPORT 


A 75-year-old. white male entered San Francisco Hospital 
on September 27, 1948, complaining of increasing nocturia, 
dysuria, and slowing of the flew of urine since 1946. There 
were no other urinary symptoms and a systemic review re- 
vealed nothing suggesting concurrent disease. As a youth, 
the patient had had gonorrhea and typhoid fever. He had 
taken no drugs prior to admission and had never taken a 
sulfonamide. There was no familial history suggestive of 
blood dyscrasia. 

The patient was moderately obese, cooperative and com- 
fortable. The temperature was 98°F., the pulse rate 80, 
respirations 20 and blood pressure 140 mm. of mercury 
systolic and 80 mm. diastolic. No significant abnormalities 
were noted upon general examination except mild general- 
ized arteriosclerosis, small varicosities on both calves, and 
enlargement of the prostate to about four times normal size. 
The prostate was smooth, firm, and not fixed. Residual urine 
measured 325 cc. 

Hemoglobin was 13 gm. per 100 cc. of whole blood, and 
leukocytes numbered 5,200 with 72 per cent neutrophils, 2 
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per cent eosinophils, 24 per cent lymphocytes and 2 per cent 
monocytes. The urine contained no albumin or sugar. An oc- 
casional leukocyte was noted in the centrifuged sediment of 
the urine; no bacteria were seen on the stained smear. 
Phenolsulfonephthalein was excreted to the extent of 25 per 
cent in the first half hour and 55 per cent in two hours. 


In a cystoscopic examination the prostate was noted to be 
trilobate and symmetrically hypertrophied; the bladder was 
trabeculated. Sulfadiazine, 0.5 gm. four times a day, was 
started September 30. On October 1, suprapubic prostatec- 
tomy for benign adenoma was performed without difficulty. 
A suprapubic tube and a Foley type urethral catheter were 
left indwelling. The postoperative course was uneventful, ex- 
cept for a low grade fever, until the evening of October 4 
when the patient became confused and removed the inflated 
Foley urethral catheter. No hemorrhage ensued. On October 
6, the dose of sulfadiazine was reduced to 0.25 gm. twice 
a day. On this day, the hemoglobin content of the blood was 
14 gm. per 100 cc. and leukocytes numbered 5,600. On Octo- 
ber 7, a urethral catheter was reinserted without difficulty 
and the suprapubic tube removed. The urethral catheter was 
left indwelling until October 24 since some suprapubic 
leakage continued. On October 20, phenolsulfonephthalein 
was excreted to the extent of 25 per cent in the first half 
hour and totaled 60 per cent in two hours. 

The postoperative course was again uncomplicated until 
October 26 when the patient complained of pain in the chest 
and cough. The temperature was 100°F., pulse rate 120 and 
respiration rate 26. A dull percussion note, decreased breath 
sounds and crepitant rales were found in the region of the 
chest overlying the left lower lobe of the lung. Leukocytes 
numbered 13,300 with 67 per cent neutrophils, 1 per cent 
basophils and 32 per cent lymphocytes. There was no growth 
on a culture of blood. A roentgenogram of the chest showed 
consolidation in the left lower lobe. The patient was given 
Crysticillin® (procaine penicillin G), 300,000 units daily, 
for eight consecutive days. Sulfadiazine, 0.5 gm. daily, was 
continued. On October 28, the leukocyte count was 8,600 
with 74 per cent neutrophils, 2 per cent eosinophils, 22 per 
cent lymphocytes and 2 per cent monocytes. By October 30, 
the temperature had returned to normal and the patient was 
clinically improved. 


The course was then uneventful until November 9 when 
the patient complained of shortness of breath, excessive 
sweating and pain in the left chest anteriorly. The tempera- 
ture was 103, the pulse rate 130 and the respiration rate 
28. The patient appeared acutely ill and dyspneic. There 
was profuse diaphoresis. No ulcerations on the mucous mem- 
branes of the mouth were seen but the breath was offensive 
and the tongue dry. The skin showed no hemorrhagic pheno- 
mena. The hemoglobin content of the blood was 12 gm. per 
100 cc.; leukocytes numbered 1,700 with no granulocytes 
and 100 per cent lymphocytes and monocytes. The urine con- 
tained no albumin or sugar; occasional leukocytes were 
present in the centrifuged sediment. No bacteria were noted 
on a stained smear of urine. Blood cultures produced E. 
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coli on two occasions. A roentgenogram of the chest showed 
both lung fields to be clear. Sulfadiazine was discontinued. 
The patient was given Crysticillin,® 300,000 units twice a 
day. Intravenous infusions of glucose, saline and whole 
blood were given. Intranasal oxygen was administered. On 
November 11, the patient was so dyspneic he had difficulty 
in speaking. The temperature was 105, the pulse rate 140 
and the respiration rate 45. No hemorrhagic or ulcerative 
mucosal or cutaneous lesions were observed. Leukocytes 
numbered 1,070 and all the cells were lymphocytes or mono- 
cytes. The arm-to-tongue circulation time was approximately 
10 seconds. Crysticillin® was discontinued and 100,000 units 
of penicillin was given parenterally every three hours, 
streptomycin 1 gm. every six hours and folic acid 50 mg. 
three times a day. Supportive therapy was continued. How- 
ever, the fever, tachycardia and dyspnea did not subside and 
the patient became comatose. On November 13, 1948, the 
43rd postoperative day, leukocytes numbered 150 and no 
granulocytes were observed. The patient died. Permission for 
autopsy was refused. Clinically, death appeared to have been 
caused by acute agranulocytosis. 


SUMMARY AND CONCLUSIONS 


A case in which the patient died, apparently of acute 
agranulocytosis, following the administration of 29 gm. of 
sulfadiazine over a 40-day period is presented. 

It is suggested that even small daily doses of sulfadiazine 
be administered cautiously. 
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Congenital Absence of the Gallbladder 
Case Report 


Wa ter E. SHarpe, Jr., M.D., Los Angeles 


ONGENITAL absence of the gallbladder is an infre- 

quently reported finding at operation. Dixon and Licth- 
man reported on 60 cases, ten of which were observed at the 
Mayo Clinic since 1900. In 24 cases the condition was noted 
at operation and in the remainder at autopsy. 


CASE REPORT 


The patient was a 62-year-old white female who com- 
plained of severe right subcostal pain of a few hours’ dura- 
tion, accompanied by nausea and vomiting. For 25 years she 
had been troubled with fatty food intolerance and vague 
abdominal discomfort. Sleeping on the right side was usually 
uncomfortable, and the patient had been troubled much 
_with gastric flatulence. During the preceding five or six 
years she had had attacks of pain similar to the present one, 
followed shortly by mild jaundice of one to five days’ dura- 
tion. Cholecystograms three years previously had not re- 
vealed a gallbladder shadow. No abdominal operations had 
been performed. 

Physical examination: The patient was 61 inches in height 
and she weighed 170 pounds. Blood pressure was 115 mm. 
of mercury systolic and 85 mm. diastolic. There was slight 
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icteric tint to the sclerae and the appearance of the skin 
suggested jaundice. In. the right upper quadrant of the ab- 
domen there was moderate tenderness well localized to the 
gallbladder area, without muscle protection. 

A large incarcerated left inguinal hernia and huge vari- 
cose veins in both legs were noted. 

Clinical jaundice developed subsequently and rapidly de- 
creased during the preoperative period. 


Laboratory findings: Erythrocytes numbered 4,450,000 and 
the hemoglobin content was 13.8 gm. per 100 cc. Leukocytes 
numbered 8,600 with 79 per cent neutrophils. Results of 
urinalysis were normal. The icteric index was 56 units the 
second day, 27 units on the third. The reaction to a Van den 
Bergh test by the indirect method was 3.6; by the direct 
method, 1.4. Bromsulfalein retention was 43 per cent at 30 
minutes. Prothrombin time was 80 per cent of normal. 
Urobilinogen was present in the urine in dilution of 1:40. 
Feces were faintly positive for urobilin. The blood sugar 
was 145 mg. per 100 cc. Results of Kahn and Mazzini tests 
of the blood were negative. Total protein content in the 
blood was 4.3 gm. per 100 ce. 

The usual liver supportive treatment with vitamin K was 
given, and six days after admission the patient was operated 
upon. The preoperative diagnosis was choledocholithiasis, 
cholelithiasis, and chronic cholecystitis. A right upper para- 
median incision was used. There were multiple dense ad- 
hesions in the gallbladder area attaching the duodenum and 
omentum to the liver. The liver was slightly nodular but of 
normal consistency. There was a moderate-sized, fairly firm 
enlargement at the head of the pancreas which was inter- 
preted as chronic inflammation. The gallbladder could not 
be found nor could its fossa be located. The common bile 
duct was dilated to about 4 cm. at the largest portion, and 
there was enlargement of both hepatic ducts. The ducts were 
filled with multiple soft stones and much putty-like ma- 
terial. In the ampulla of Vater was an impacted stone. The 
hepatic ducts and common duct were traced from the liver 
entrances to the duodenal opening but no trace or remnant 
of the gallbladder or cystic duct was found. 

The common duct was opened and all the stones that could 
be reached were scooped out. The ducts were then irrigated 
to remove as much as possible of the great quantity of 
gravel they contained. Opposite the ampulla the duodenum 
was opened and the papilla incised in order to remove the 
impacted stone. The duodenum was closed transversely and a 
long T-tube was placed in the common duct and extended 
into the duodenum. 

Postoperatively the T-tube became dislodged before 
cholangiograms could be obtained. 

When last observed nine months later, the patient was in 
good condition. 


COMMENT 


The anatomical findings in this case were baffling. There 
were many adhesions and when the common duct was pal- 
pated it was first thought to be the gallbladder in an un- 
usual location. It is realized that the possibility of an intra- 
hepatic gallbladder should be considered and that a post- 
operative cholangiogram was desirable. However, since the 
ducts were well visualized, it is felt that this was a case of 
congenital absence of the gallbladder. 

It is interesting to note how closely the symptoms simu- 
lated those of cholecystic disease, although no gallbladder 
was present. This was also true in 35 of 60 other cases that 
have been reported. 

1702 North Vermont Avenue. 
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EDITORIALS 


Chronie Diseases and Government 


One of the problems besetting both the medical 
profession and the public health departments of the 
federal and state governments is the consideration 
of the care of patients suffering from non-contagious 
chronic diseases. The seriousness of the problem has 
been spotlighted in recent years through a series of 
spectacular events which have had wide publicity. 
The case of Lou Gehrig is a prime example of such 
events. 

Physicians have long known the difficulties at- 
tendant on chronic disease cases. They have long 
recognized the need for care not available in the 
home and not generally available in hospitals or 
clinics except at a cost which may become prohib- 
itive over a long period of time. 

More recently federal and state health authori- 
ties have probed pretty deeply into chronic diseases. 
Federal funds have been made available to state 
health departments for studies on various diseases, 
and some state health departments have already in- 
itiated investigations along this line. The emphasis 
in these studies appears to be in locating or suggest- 
ing usable beds for the care of the chronic patient 
at reasonable cost. 

California has been looking into the chronic dis- 
ease situation for several years. A study by the State 
Department of Public Health last year produced 
some valuable statistics and made suggestions as to 

the relative realms of activity of health departments, 
' private hospitals and private practitioners. Repre- 
sentatives of practicing physicians served on the 
various advisory committees in these studies and 


contributed to the findings. 


More recently the American Medical Association 
established a committee on chronic diseases in its 
House of Delegates and honored California by ap- 
pointing a California delegate as its chairman. This 
committee will tackle the national chronic disease 
situation. 


Medicine has a large stake in any studies on 
chronic disease. It has the responsibility of main- 
taining the independence of the profession in treat- 
ing patients who come under this category. It has 
the responsibility of establishing and maintaining a 
clear dividing line between the private practice of 
medicine and the operations of public health depart- 
ments. And it has the responsibility of striving for 
the solution of chronic disease problems which con- 
stitute either a physical or a financial handicap to 
the public. 


Here is a challenge which medicine must meet. 
Here is the opportunity to get in on the ground 
floor of one structural element in a changing social 
philosophy and provide it with proper guidance. 


The A.M.A. in San Franeciseo 


June 26 to 30 will see the American Medical As- 
sociation meeting in San Francisco for the second 
time in four years. Already the city’s hotels are 
groaning under the load of reservations and local 
and national committees are busy readying a myriad 
details for the expected influx. The A.M.A. meeting 
is big business. 





May, 1950 


In 1946 more than 7,700 Fellows of the A.M.A. 
registered in San Francisco. Wives, exhibitors, or- 
ganization employees and others swelled the total 
registration to more than 12,000. This year it looks 
as though a similar figure will be reached, although 
the total would doubtless go higher if more hotel 
rooms were available. 

San Francisco has become one of the few 
cities in the country which can handle an A.M.A. 
annual meeting. Its facilities in both meeting rooms 
and bedrooms place it in a class with New York, 
Chicago and Atlantic City in its ability to house 
such a large convention. Accordingly, San Francisco 
can look forward to an A.M.A. session every four 
or five years in the future. The city’s bid for the 
1953 meeting will be presented at this year’s session 
and, if the bid is not accepted, the convention will 
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probably be scheduled for San Francisco in 1954 
or 1955. ; 

As usual, the A.M.A. will bring with it the finest 
in modern medicine. The scientific sessions are 
without peer and the exhibits, both scientific and 
technical, are world-renowned. On top of that, 
colored television. of surgical procedures will be 
brought to San Francisco for the first time. This fea- 
ture, introduced last year at Atlantic City, is ex- 
tremely popular. San Francisco surgeons and hos- 
pitals are cooperating to make this program out- 
standing, and it will be surprising if the long queues 
in Atlantic City are not duplicated outside the San 
Francisco television rooms. 

For those who have not already made their reser- 
vations for the A.M.A. session, the time has come 
to do so. 


ie 
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NOTICES AND REPORTS 


Council Meeting Minutes 


Tentative Draft: Minutes of the 368th Meeting of 
the Council, San Francisco, March 19, 1950. 
The meeting was called to order by Chairman 

Shipman in Room 214 of the Sir Francis Drake 

Hotel, San Francisco, on Sunday, March 19, 1950, 

at 9:15 a.m. 


Roll Call: 


Present were President Kneeshaw, President-elect 
Cass, Speaker Alesen, Vice-Speaker Charnock, Coun- 
cilors Ball, Crane, Henderson, Anderson, Ray, Mont- 
gomery, Lum, Pollock, Green, Shipman, Bailey, 
West, MacLean, Frees and Thompson, Secretary 
Garland and Editor Wilbur. A quorum present and 
acting. 

Present by invitation were Executive Secretary 
Hunton, Assistant Executive Secretary Wheeler, 
Field Secretary Clancy, Legal Counsel Hassard, 
county society executive secretaries Kihm of San 
Francisco, Tobitt of Orange, Young of San Diego, 
Donovan of Santa Clara, Gillette of Fresno and 
Wood of San Mateo; Dr. D. H. Murray, legislative 
chairman; Dr. Wilton L. Halverson, state Director 
of Public Health; Dr. John R. Upton, Blood Bank 
Commission chairman; Dr. John W. Cline, A.M.A. 
Delegate; Dr. E. V. Askey, A.M.A. Delegate; 
Messrs. Clem Whitaker, Jr., and Ned Burman of 
public relations counsel. Present as guests during a 
portion of the meeting were Hon. Fred N. Howser, 
state Attorney General, and Hon. Ray Darby, chair- 
man of the Los Angeles County Board of Super- 
visors. 


1. Minutes for Approval: 

(a) On motion duly made and seconded, follow- 
ing one amendment, minutes of the 367th meeting 
of the Council, held January 14, 1950, were ap- 
proved. 

(b) On motion duly made and seconded, minutes 
of the 219th meeting of the Executive Committee, 
held February 19, 1950, were approved. 


2. Membership: 


(a) A report of membership as of March 17, 
1950, was received and ordered filed. 


(b) On motion duly made and seconded, five 
members whose 1949 dues had been received since 
the last Council meeting were voted reinstatement 
as active members. 

(c) On motion duly made and seconded in each 
instance, 13 applicants were elected to Associate 
Membership. These were: 

Alameda County: William H. Clark, Joseph B. 
Cushman, Francis H. McMahon, Thomas R. Mea- 
gher, Edgar Rosen, James G. Telfer, James M. 
Tucker. 

San Francisco County: H. N. Hultgren, Henry H. 
Jones, Louise E. Taber. 

VenturaCounty: Harold E.Day, Benjamin Jacobs, 
Stella Stenley. 

(d) On motion duly made and seconded in each 
instance, seven applicants were elected to Life Mem- 
bership. These were: 

Los Angeles County: J. Park Dougall, A. Ray 
Irvine, Scott D. Gleeten. 

Sacramento County: William H. Pope, J. E. Yates. 

San Luis Obispo County: F. R. Mugler. 

San Mateo County: Harper Peddicord. 

(e) On motion duly made and seconded in each 
instance, 28 applicants were elected to Retired Mem- 
bership. These were: 

Alameda County: W. L. Channel. 

Fresno County: Everett Morris, James Elmo Pen- 
dergrass. 

Los Angeles County: Clarence V. Clemmer, G. A. 
Fielding, Virgil L. Fisher, Joseph O. Hayhurst, 
Charles S. James, Russell A. Jewett, Edward J. John- 
son, Mila J. Kinney, Rollan W. Kraft, Arthur Mark, 
Roy Robert Miller, Richard J. Morrison, Walter E. 
Nichols, Herbert L. Plannette, Harrison A. Putnam, 
Melvin J. Rowe, Leander Wm. Stark. 

Sacramento County: Clarence H. McDonnell. 

San Diego County: Horace G. Merrill. 

San Francisco County: Leonard W. Buck, Philip 
Collischonn, R. W. Harbaugh, Chester B. Moore. 

Tulare County: W.‘W. Tourtillott. 

Ventura County: John W. Bardill. 

(f) On motion duly made and seconded in each 
instance, 32 applicants were granted a reduction in 
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dues because of illness or absence from practice for 
postgraduate study. 

(g) On nomination of the San Diego County 
Medical Society, Dr. Alex Lesem was presented as 
a candidate for Council nomination to the House 
of Delegates for election to Honorary Membership. 
Action was deferred until Councilor West could in- 
vestigate details and make a further report to the 
Council. 


3. Financial: 

(a) A report of bank balances as of March 17, 
1950, was received and ordered filed. 

(b) A report of receipts and expenditures for 
February and for the eight months ended February 
28, 1950, previously mailed to the Council, was or- 
dered filed. 

(c) On motion duly made and seconded, legal 
counsel was instructed to prepare amendments to the 
Constitution and By-Laws to provide for the collec- 
tion and enforcement by the Association of dues 
or assessments levied by the American Medical As- 
sociation and similar amendments for consideration 
by the county societies. 

(d) Chairman MacLean of the Auditing Commit- 
tee presented an .outline of a budget for the 1950- 
1951 fiscal year, in which the items for dues and 
for public relations expenditures were omitted. Dr. 
MacLean reported the opinion of the auditing com- 
mittee that consideration be given to elimination of 
the current radio program and establishment within 
the Association of a public relations department. 
Following considerable discussion, it was regularly 
moved, seconded and voted that the Auditing Com- 
mittee review this situation and make a further re- 
port to the Council. 

On motion duly made and seconded, the report of 
the auditing committee on the outlined 1950-1951 
budget was accepted. 


4. State Department of Public Health: 


Dr. Wilton L. Halverson, State Director of Public 
Health, discussed preparations being made by the 
State Disaster Council for an air detection service, 
training of monitors for atomic defense, and other 
emergency measures. He anticipates the establish- 
ment ‘of a health division in the atomic defense 
setup. , 

Dr. Halverson reported that the bureau of Crip- 
pled Children’s Services was conferring with Dr. 
Alesen’s committee through its advisory committee. 
He also reported that the Cancer Commission of the 
Association and the American Cancer Society have 
plans under consideration to purchase ten copies of 
a cancer detection film to be shown to county medi- 
cal societies and that his department is ready to bear 
the $2,000 cost of this purchase. 

A contemplated morbidity survey was discussed 
by Dr. Halverson, who asked that a representative 
of the Association be named to serve on the advisory 
committee. It was regularly moved, seconded and 
voted that the Chairman make such appointment. 





CALIFORNIA MEDICAL ASSOCIATION 395 


Dr. Halverson reported that the health problem 
posed by destitute migratory workers had lessened 
but was still present; several thousand are still liv- 
ing on available surplus food items. He suggested 
that this problem be considered as permanent. 


5. Benevolence Committee: 


It was reported that there had recently been a 
circularization of the county medical societies by the 
Los Angeles County Physicians’ Aid Association for 
construction funds to finance a rest home planned in 
Los Angeles County. Dr. Crane reported that similar 
request had been made of all state medical associa- 
tions, with a view toward ascertaining whether or 
not such associations would be interested in making 
this project national in scope. Several speakers 
pointed out the unlimited scope and potential ex- 
pense of such a welfare program. Some suggested 
that the problem of aid to infirm or needy physi- 
cians was a county rather than a state problem. Dr. 
Anderson was requested to secure specific informa- 
tion as to the contemplated costs and general policy 
of the proposed rest home. On motion duly made 
and seconded, it was voted to allocate space to the 
Los Angeles County Physicians’ Aid Association at 
the 1950 Annual Session. 


6. Blood Bank Comniission: 


Dr. John R. Upton, chairman of the Blood Bank 
Commission, reported that the Red Cross had re- 
quested reciprocal arrangements with community 
blood: banks, which the commission had approved 
on the basis of exchange of records of replacements 
and with a service charge of $6.00 per unit to be as- 
sessed by the creditor; replacements at the rate of 
two units for one received would cancel the service 
charge. 

Dr. Upton asked that a loan fund of $150,000 be 
established to aid new county society-sponsored 
blood banks in getting started, loans from this fund 
to be made without interest and with the stipulation 
that matching funds be secured from other sources. 
He also reported that the community blood banks 
already in operation had voted to establish a state- 
wide organization, the Association of California 
Blood Banks, for the exchange of statistics, stand- 
ardization of techniques and equipment and other 
purposes. 

It was regularly moved and seconded that a loan 
fund of $150,000 be established by the Association 
to provide loans to community blood banks, such 
loans to be made without interest and on the re- 
commendation of the Blood Bank Commission with 
approval of the Auditing Committee. An amended 
motion to refer this matter to the Auditing Commit- 
tee for further study was lost. After considerable 
discussion, it was regularly moved, seconded and 
voted to table the original motion. Dr. Upton was 
requested to present this matter before the House 
of Delegates on April 30. 


7. Executive Session: 


At this point the Council voted to go into ex- 
ecutive session. In this period, among other things, 
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Dr. John W. Cline requested authority and financ- 
ing to provide entertainment for two days prior to 
the A.M.A. Annual Session to the Officers and Trus- 
tees of the A.M.A. It was regularly moved, seconded 
and voted to authorize this proposal. 

Following discussion of several items, the Council 
voted to rise from executive session. 


8. Public Policy and Legislation: 

Dr. D. H. Murray, chairman of the committee on 
Public Policy and Legislation, discussed the coming 
elections and called attention to the need of all voters 
supporting candidates whose records and views 
were in accord with sound democratic principles. 


9. Legal Department: 

Mr. Howard Hassard, legal counsel, discussed sev- 
eral recent court decisions pertaining to expert testi- 
mony. A joint opinion of Mr. Hassard and Mr. A. J. 
Kennedy, attorney for state dental associations, 
regarding hypnotic drugs, was presented and dis- 
cussed. Mr. Hassard also reported on the meeting of 
the American Academy of Forensic Sciences, which 
was attended by Dr. Louis Regan as a C.M.A. rep- 
resentative. More than one hundred attended this 
meeting, at which a permanent organization was 
established and Dr. Regan elected a member of the 
Executive Committee. It was regularly moved, sec- 
onded and voted to request Dr. Regan to continue 
as a C.M.A. representative in this body. 


10. Committee on Public Health and Public 
Agencies: 

Dr. Alesen, chairman, recommended that the 
Council appoint one of its members to work with 
the advisory committee to the Crippled Children’s 
Bureau of the State Department of Public Health 
and it was regularly moved, seconded and voted that 
such appointment be made. The Chairman, with the 
consent of the Council, appointed Dr. Hartzell Ray 
in this capacity. 

Dr. C. V. Thompson reported on a meeting held 
January 27 with hospital representatives, at which 
time discussion was held on by-laws and other ar- 
ticles to govern staff organizations of district hos- 
pitals. Further meetings along this line are planned. 


11. Nursing: 

(a) Consideration was given to adoption of a 
statement on nursing, in which the Association’s at- 
titude might be outlined. After discussion it was 
regularly moved, seconded and voted that no action 
be taken at this time. 

(b) A request for the appropriation of $2,500 
toward a fund to provide an organized campaign of 
student nurse recruitment was received and after 
discussion it was regularly moved, seconded and 
voted to make such appropriation, with the under- 
standing that the balance of a budgeted $10,000 
program were realized from other sources. 


12. Industrial Medical Fees: 


Mr. Hassard discussed possible procedures in con- 
nection with a number of claims filed with the In- 
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dustrial Accident Commission for adjustment of 
medical fees claimed during a period when the Com- 
mission did not recognize any fee schedule. After 
discussion it was regularly moved, seconded and 
voted that letters be sent to all such claimant physi- 
cians, the Commission being willing, stating that 
the settlement of such claims should be considered 
an individual matter. 


13. American Medical Association: 


(a) A suggestion by the A.M.A. that statewide 
grievance committees be established was discussed 
and it was pointed out that many county societies 
already maintain such committees but that in some 
of the smaller societies such committees, while called 
upon infrequently, are not effective. On motion duly 
made and seconded, it was voted to establish a state- 
wide committee, to function when called upon by 
the county societies. 

(b) At his request, Dr. Lewis A. Alesen was suc- 
ceeded as chairman of the Committee on Emergency 
Medical Services by Dr. Justin J. Stein of Los An- 
geles. It was agreed that Dr. Stein’s expenses be met 
for a May meeting in Chicago of the Council on 
Emergency Medical Service of the A.M.A. 

(c) On motion duly made and seconded, Dr. 
Allen Hinman of San Francisco was appointed Cali- 
fornia representative at the 1950 A.M.A. “Grass 
Roots Conference” of county society officers. 


14. Tribute to Dr. George Dock: 


On motion duly made and seconded, the follow- 
ing resolution was unanimously adopted: 

Whereas, George Dock has distinguished himself 
as teacher, clinician and scholar; and 

Whereas, He has brought great prestige, erudition 
and clear thinking to the profession of medicine; 
and 

Whereas, He has for three decades given freely 
of his learning and scholarship to the profession in 
California; now, therefore, be it 

RESOLVED, That the Council of the California 
Medical Association presents greetings and hearty 
best wishes to Dr. George Dock on the happy oc- 
casion of his ninetieth birthday. 

Done in the City of San Francisco at the 368th 
Meeting of the Council of the California Medical 
Association, this 19th day of March, A.D. 1950. 


15. Cancer Commission: 


Dr. Kneeshaw read a report presented by Dr. 
Lyell C. Kinney, chairman of the Cancer Commis- 
sion, on conferences held in the past year: and con- 
templated for next year. This report was ordered 
accepted, with thanks to Dr. Kinney, and referred to 
the Editor for consideration for publication. 


16. Committee on Voluntary Health Insurance: 


Dr. Donald A. Lum, chairman of the special Com- 
mittee on Voluntary Health Insurance, reported that 
his committee (Ray and Ball, members) had de- 
termined that it was not practicable at this time to 
enter into either of two proposals which have been 
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under consideration by the committee. On motion 
duly made and seconded, it was voted to approve 
this report. 


17. Committee on Medical Students, Interns and 
Residents: 


On motion duly made and seconded, it was voted 
to authorize the Committee on Medical Students, In- 
terns and Residents to offer copies of a pamphlet 
to those requesting it. It was also suggested that this 
committee confer with public relations counsel in 
planning further editions of its publication, Future. 


18. Time and Place of Next Meeting: 


It was agreed to hold the next meeting of the 
Council at Hotel del Coronado, San Diego, at 9:00 
a.m., Saturday, April .29, 1950. 


Adjournment: 


There being no further business to come before 
the meeting, it was adjourned at 7:00 p.m. 
S. J. SHipman, M.D., Chairman 
I. H. Gartanp, M.D., Secretary 


Exeeutive Committee Minutes 


Tentative Draft: Minutes of the 220th Meeting of 
the Executive Committee, San Francisco, March 
19, 1950. 


The meeting was called to order by Chairman 
MacLean in Room 214 of the Sir Francis Drake 
Hotel, San Francisco, on March 19, 1950, at 7:00 


p.m. 


Roll Call: 


Present were President Kneeshaw, President-Elect 
Cass, Speaker Alesen, Council Chairman Shipman 
and Auditing Committee Chairman MacLean. A 
quorum present and acting. 


1. Rotation of Auditors: 


On motion duly made and seconded, it was voted 
to employ a new auditor to audit the books of 
the Association, such auditor to be selected and in- 
structed by the Auditing Committee. It was the feel- 
ing of the committee that quinquennial or decennial 
rotation of auditors should be a recommended policy 
of the Association. 


2. Reception for President: 

On motion duly made and seconded, it was voted 
to hold as a part of the Annual Session a reception 
to the President, to be attended by the President’s 
personal guests, members of the Council, guest 
speakers and chairmen of those sections with in- 
vited guests. 


Adjournment: 


There being no further business to come before 
the meeting, it was adjourned at 7:10 p.m. 


H. G. MacLean, M.D., Chairman 
L. H. Gartanp, M.D., Secretary 
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In Memoriam 


Baker, CiarK Dyer. Died in Los Angeles, February 23, 
1950, aged 73. Graduate of Rush Medical College, 1903. 
Licensed in California in 1908. Dr. Baker was a member of 
the Los Angeles County Medical Association, and a retired 
member of the California Medical Association. 


+ 


Boone, WittiAM Roscoe. Died in Berkeley, March 21, 
1950, aged 65, of coronary occlusion. Graduate of the Oak- 
land College of Medicine and Surgery, 1912. Licensed in 
California in 1912. Dr. Boone was a member of the Alameda 
County Medical Association, the California Medical Asso- 
ciation, and the American Medical Association. 


+ 


CHAMBERLIN, Harrie H. Died in Los Angeles, March 10, 
1950, aged 67, of a heart attack. Graduate of the University 
of Southern California School of Medicine, Los Angeles, 
1906. Licensed in California in 1906. Dr. Chamberlin was a 
member of the Los Angeles County Medical Association, and 
a life member of the California Medical Association. 


+ 


Darrow, ARTHUR CHARLEs. Died in San Fernando, Febru- 
ary 17, 1950, aged 39, of virus pneumonia complicated by 
acute pulmonary edema. Graduate of the Washington Uni- 
versity School of Medicine, St. Louis, 1936. Licensed in Cali- 
fornia in 1945. Dr. Darrow was a member of the Los Angeles 
County Medical Association, the California Medical Associa- 
tion, and a Fellow of the American Medical Association. 


+ 


DePuy, CLARENCE Aucustus. Died in Oakland, March 12, 
1950, aged 67, of acute coronary occlusion. Graduate of the 
College of Physicians and Surgeons of San Francisco, 1905. 
Licensed in California in 1906. Dr. DePuy was a member of 
the Alameda County Medical Association, the California 
Medical Association, and a Fellow of the American Medical 
Association. 


+ 


Dunn, Ricwarp Henry. Died in San Francisco, March 4, 
1950, aged 68, of a heart attack. Graduate of the College of 
Physicians and Surgeons of San Francisco, 1906. Licensed 
in California in 1907. Dr. Dunn was a member of the San 
Francisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. 


+ 


Garstanc, Donatp Bute. Died in Los Angeles, March 5, 
1950, aged 71. Graduate of the Washington University 
School of Medicine, St. Louis, 1904. Licensed in California 
in 1919. Dr. Garstang was a member of the Los Angeles 
County Medical Association, the California Medical Associa- 
tion, and a Fellow of the American Medical Association. 


+ 


Huntincton, Hersert ArtHur. Died in West Los An- 


geles, March 18, 1950, aged 57, of a heart attack. Graduate 


of Stanford University School of Medicine, Stanford Uni- 
versity-San Francisco, 1926. Licensed in California in 1926. 
Dr. Huntington was a member of the Los Angeles County 
Medical Association, the California Medical Association, and 
a Fellow of the American Medical Association. 








Marsu, Otto Georce. Died in San Diego, March 13, 1950, 
aged 63. Graduate of Jefferson Medical College of Philadel- 
phia, 1909. Licensed in California in 1909. Dr. Marsh was a 
member of the San Diego County Medical Society, the Cali- 
fornia Medical Association, and the American Medical As- 
sociation. 


+ 


Moore, Jack Beats. Died in San Francisco, February 19, 
1950, aged 53, of a heart ailment. Graduate of Stanford 
University School of Medicine, Stanford University-San 
Francisco, 1928. Licensed in California in 1928. Dr. Moore 
was a member of the Fresno County Medical Society, the 
California Medical Association, and a Fellow of the Amer- 
ican Medical Association. 


+ 


Ricuter, Conrad. Died ip Newport Beach, March 8, 
1950, aged 89. Graduate of the Rush Medical College, 1887. 
Licensed in California in 1898. Dr. Richter was a member 
of the Orange County Medical Society, and a retired member 
of the California Medical Association. 


+ 


SoLomon, WiLt1AM Orto. Died in San Francisco, March 
10, 1950, aged 62, of a brain tumor. Graduate of the Univer- 
sity of California Medical School, Berkeley-San Francisco, 
1918. Licensed in California in 1918. Dr. Solomon was a 
member of the Alameda County Medical Association, the 
California Medical Association, and a Fellow of the Amer- 
ican Medical Association. 
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Stoops, Roy Puitson. Died in Colima, Mexico, February 
25, 1950, aged 73, of diabetes and heart failure. Graduate of 
the University of Illinois College of Medicine, Chicago, 1903. 
Licensed in California in 1923. Dr. Stoops was a member of 
the Alameda County Medical Association, the California 
Medical Association, and a Fellow of the American Medical 
Association. 

* 


Weser, Artuur Leo. Died in Upland, March 8, 1950, aged 
66, of a heart attack. Graduate of Northwestern University 
Medical School, Chicago, 1910. Licensed in California in 
1910. Dr. Weber was a member of the San Bernardino 
County Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 


+ 


WuHIFFEN, Roscoe ALBERT. Died in San Jose, March 14, 
1950, aged 77. Graduate of the University of Illinois College 
of Medicine, Chicago, 1897. Licensed in California in 1901. 
Dr. Whiffen was a member of the Santa Clara County Med- 
ical Society, and’a retired member of the California Medical 
Association. 


+ 


ZocuHERT, LeBRECHT W. Died in San Diego, February 13, 
1950, aged 75. Graduate of Milwaukee Medical College, 
1897. Licensed in California in 1912. Dr. Zochert was a 
member of the San Diego County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 


ied 
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, Onestions and Answers about (. P. §, « 





If you have any questions regarding 
C.P.S., submit them to the Editor. 


eo?  S 


Question: If I, as a physician-member, have been ad- 
vised that a C.P.S. patient has receivéd.maximum benefits 
for medical treatment of a certain condition, does the 
patient have any further coverage for the same ailment? 


Answer: Neither a definite “yes” or “no” answer 
can be given to this question unless certain other 
pertinent information is also known. 

To explain: C.P.S. beneficiaries are entitled to 
one year of medical and surgical coverage for each 
ailment; and up to one year’s hospitalization if con- 
tinuously registered as a bed patient—21 days at 
full cost and 345 days at half cost. (Two exceptions: 
Ninety days’ coverage for chronic ailments; two 
years coverage or $5,000 in services for 23 listed 
“catastrophic” ailments.) When a C.P.S. patient has 
exhausted his benefits for medical treatment for a 
certain condition, he may or may not have ex- 
hausted his surgical and hospital benefits for the 
same ailment. If surgical and hospital benefits have 
also been entirely used, then no further coverage is 
allowable. However, if all or part of the surgical 
and/or hospital benefits have not been used, the 
patient is entitled to those benefits until they also 
have been exhausted. 

In regard to this question, it is pertinent to point 
out that surgical coverage means: One year’s care 
for surgery, including postoperative care and any 
and all related complications or recurrences. 


Question: If C.P.S. allows free choice of physicians to 


its members, why is a special roster of physician-members 
needed? 


Answer: C.P.S. does allow free choice of physi- 
cians. The roster of physician-members simply lists 
those physicians who are enrolled as doctor-mem- 
bers of C.P.S. In seeking service, C.P.S. beneficiary 
members are not restricted to the physicians listed 
in the roster; they may select any licensed physi- 
cian. In fact, they may go to a licensed physician 
anywhere in the world if they happen to be outside 
the state of California when in need of treatment. 


But persons whose income is under the $3,600 
ceiling know that C.P.S. physician-members will ac- 
cept C.P.S. fees as payment in full. Veterans know 
they can receive out-patient treatment from C.P.S. 
doctors. 


Naturally, the fact that a list of physician-mem- 
bers is maintained often works to the advantage of 


C.P.S. patients and C.P.S. physicians. This is as it 
should be, because the health plan is designed to be 
of mutual benefit to the people who belong and to 
the doctors who support it. 


Question: How does an individual physician-member 
have any voice in the operation of C.P.S.? 


Answer: Each C.P.S. physician-member is repre- 
sented by the delegates to the California Medical 
Association, as well as by the members of his county 
advisory committee to C.P.S. In addition, physician- 
members at all times may contact the C.P.S. admin- 
istration directly by letter or in person. 


Question: May doctors visit C.P.S. offices to view the 
internal operations of their health plan? 


Answer: Yes. All physician-members have a 
standing and cordial invitation to visit C.P.S. offices, 
and C.P.S. urges doctors to utilize this opportunity 
of becoming better acquainted with the many opera- 
tional phases of the health plan. In the course of 
such visits, C.P.S. personnel will gladly explain the 
functions of each department. 


Question: How can C.P.S. patients be urged to notify 
their doctor of their C.P.S. membership at the time of 
the first visit? 


Answer: C.P.S. has prepared attractive plastic 
stand-up plaques for the receptionist’s desk in a 
doctor’s office. The plaques, which request C.P.S. 
patients to present their identification cards on the 
first visit, are obtainable from the Physicians Rela- 
tions Department. 


Question: If C.P.S. rejects a doctor’s claim because the 
services are not covered under the patient’s contract, from 
whom may the doctor expect payment? 


Answer: From the patient. The patient is respon- 
sible for the cost of all services not covered by his 
contract. 


Question: How can a doctor determine whether a C.P.S. 
patient is over or under the $3,600 income ceiling? 


Answer: First, the patient should be asked to 
complete the top portion of Billing Form No. 9, 
wherein the patient signs a’ statement which indi- 
cates his income status. If the doctor has reason to 
doubt the patient’s statement on Billing Form No. 9, 
the doctor is privileged to request more information 
—such as the name of the patient’s employer, the 
position he holds, etc. If the physician is still doubt- 
ful, he then may request the patient to furnish a 
notarized income affidavit. These income affidavits 
are available from C.P.S. 
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NATIONAL * 


LOS ANGELES 


An award of $100 for the best paper on any subject 
in the general field of cardiovascular disease, and an oppor- 
tunity to present the treatise before the Los Angeles Heart 
Association Fall Symposium in October, is being offered to 
interns and residents and to physicians who have finished 
internship or residency in any approved Southern California 
hospital in the last twelve months. Papers from those who 
have completed internship or residency must be based on 
work done during the hospital training period. Deadline for 
entering papers in the contest is August 1, 1950. Manuscripts 
or communications regarding the contest may be ad- 
dressed to William D. Evans, M.D., Secretary, Los Angeles 
Heart Association, 1670 Beverly Boulevard, Los Angeles 26. 


* * * 


Dr. Marshall R. Urist, consultant in orthopedic surgery 
to the Student Health Service of the University of California 
at Los Angeles, received the first Kappa Delta Award and 
a prize of $1,000 for the most important original research in 
orthopedic surgery by an individual in 1949. 

Nomination of Dr. Urist for the award was made by the 
committee on scientific investigation of the American Aca- 
demy of Orthopedic Surgeons. The work for which the 
award was given was reported in an article “Endosteal-Bone 
Formation in .Estrogen-Treated Mice,” which was pub- 
lished in the January 1950 issue of the Journal of Bone and 
Joint Surgery. 


SAN FRANCISCO 


The Sixth Annual Conference of the American Society 
for the Study of Sterility will be held at the Sir Francis 
Drake Hotel, San Francisco, June 24 and 25, 1950. Program 
chairman is Dr. John O. Haman, San Francisco. 

of Bs * 


A prize essay ‘contest, with an award of $150 for the 
winner and $100 to the runner-up, has been announced by 
the San Francisco Surgical Society. The contest is open to 
general surgeons in San Francisco and vicinity who are in 
the period of graduate training and who were gtaduated 
from medical school not more than six years ago. 


Papers entered in the contest must be in the hands of the 
secretary of the society not later than July 1, 1950. Rules of 
the contest and other particulars may be obtained from Dr. 
Leon Goldman, secretary of the society, University of Cali- 
fornia Hospital, San Francisco 22. 

* ak * 


The annual meeting and the 23rd scientific sessions of the 
American Heart Association will be held in San Fran- 
cisco June 22-25, in the week immediately preceding the 
annual meeting of the American Medical Association. 


GENERAL 


Renewal of three grants totaling $75,820 and award of a 
fourth for $10,000 to California institutions to aid in cancer 
control projects was announced recently by the National 
Cancer Institute of the U. S. Public Health Service. The 


STATE °* 


COUNTY 


new grant of $10,000 went to Los Angeles County Hospital 
to provide for a tumor slide library and registry under the 
direction of Dr. Edward M. Butt. The three renewals were 
as follows: $24,000 to the University of California at Los 
Angeles School of Medicine for evaluation of cancer diag- 
nostic tests, $8,500 to the California State Department of 
Public Health for studies on occupational cancer of the 
respiratory tract, and $43,320 to the University of California, 
San Francisco, for diagnosis of cancer by cytologic examina- 
tion of body secretion under the direction of Dr.. Herbert 
F. Traut. 


By * * 


The Annual California Medical Association Conference 
of County Medical Society Secretaries was held in San 
Francisco, Saturday, March 18. The following county medi- 
cal societies were represented by their secretaries: Alameda, 
Fresno, Humboldt, Imperial, Kern, Los Angeles, Marin, 
Mendocino-Lake, Merced, Monterey, Orange, Sacramento, 
San Bernardino, San Francisco, San Joaquin, Santa Barbara, 
Santa Clara, Santa Cruz, Siskiyou, Sonoma, Tulare, and 
Ventura. San Diego, San Mateo, Fresno, Kern, Orange, San 
Francisco, and Santa Clara counties were represented by 
their executive secretaries. 

These county medical societies were not represented: 
Butte-Glenn, Contra Costa, Inyo-Mono, Kings, Lassen- 
Plumas-Modoc, Napa, Placer-Nevada-Sierra, Riverside, San 
Benito, San Luis Obispo, Shasta, Solano, Stanislaus, Tehama, 
Yolo, and Yuba-Sutter-Colusa. 

In addition to the county society officers, members of the 
Council of the California Medical Association, the Editor, 
legal counsel, and several officers of the Association were 
present, 

After an address of welcome by President Kneeshaw, Dr. 
Lester Lawrence of Alameda County gave an excellent talk 
on “The Present Status of the Alameda County Medical 
Association Public Relations Program.” This was followed 
by considerable discussion. Mr. William Bowman, executive 
director of C.P.S., then gave a financial report on the cur- 
rent sound status of C.P.S. and discussed “What California 
Physicians’ Service Would Like the County Society Officers 
to Do.” 

Dr. C. A. Broaddus outlined in considerable detail the 
plans for the 1950 C.M.A. Postgraduate Activities program. 
Further announcements of this will appear in the journal. 
Dr. Ben Frees gave a stimulating account of the present 
phase of the A.M.A. public education campaign. 


After luncheon, Mr. Howard Hassard gave a talk on 
medicolegal developments, notably in connection with new 
hospital construction, Dr. S. J. Shipman discussed the or- 
ganization and operations of the Council. Dr. Dwight Murray 
brought the group up to date on state and federal legislative 
matters. 


The Secretary of the Association presided at the meeting 
and briefly outlined the scientific program and arrangements 
for scientific exhibits, medical motion pictures and other 
attractions at the annual meeting. 

There was an excellent discussion of most of the topics 
by several of the secretaries and by some of the councilors. 
The meeting adjourned at 4 p.m. 
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Simultaneously with publication last month of the first 
issue of GP, a new and outstanding attractive journal pub- 
lished by the American Academy of General Practice, the 
appointment of Dr. Walter Alvarez as medical editor was 
announced, Dr. Alvarez, who is retiring as senior consultant 
in the Division of Medicine in the Mayo Clinic, succeeds 
the late Dr. F. Kenneth Albrecht under whose editorship the 
first issue of GP was produced. Dr, Albrecht died in March 
following an automobile accident. The new editor was 
selected from among several outstanding candidates by the 
Academy’s Publication Committee which is headed by Dr. 
Stanley R. Truman of Oakland. 


a8 co * 


“Compulsory health insurance is far from popular among 
city dwellers, according to a survey just completed by the 
Psychological Corporation, New York, in 25 cities and 
towns from coast to coast,” Dr. George F. Lull, Secretary 
and General Manager of the American Medical Association, 
reports in a letter to secretaries of state medical associations. 


The question ‘asked in the survey, Dr. Lull said, was: 
“Which do you favor: (a) to have government give free 
doctor and medical services which would be paid for by a 
3 per cent payroll tax on all wages under $3,600, or, (b) 
the present system of medical service?” In the answers, 65 
per cent favored the present medical service, 26 per cent 
favored government medicine, and 9 per cent were uncer- 
tain. 

“Even in the lower income group, the lowest third which 
is supposed to benefit most from government medicine, 51 
per cent were against the plan while 37 per cent favored it,” 
the letter continued. 


“In an April 1947 survey on what people consider good 
and bad Americanism, the following question was asked: 


“*Which is better for America: (a) to have the govern- 


ment give free doctor and medical service which would be - 


paid for by a tax like the Social Security tax; or (b) the 
present system of medical service?’ In the answers, 63 per 
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cent favored the present medical service, 30 per cent favored 
government medicine, and 7 per cent uncertain. 

“Insofar as the two questions and surveys are compar- 
able,” Dr. Lull’s letter concluded, “it would seem that, in 
spite of the heavy government propaganda in favor of so- 
cialized medicine, there has been little change in the pro- 
portion of people who favor government medicine.” 


aE * co 


The American Congress of Physical Medicine will 
hold its 28th annual scientific and clinical session August 
28 to 31 and September 1, 1950, inclusive, at the Hotel 
Statler, Boston. Scientific and clinical sessions will be given 
on the days of August 28, 29, 30, 31 and September 1, 1950. 
All sessions will be open to members of the medical pro- 
fession in good standing with the American Medical Asso- 
ciation. In addition to the scientific sessions, the annual in- 
struction seminars will be held August 28, 29, 30 and 31. 
Full information may be obtained by writing to the Ameri- 
can Congress of Physical Medicine, 30 North Michigan 
Avenue, Chicago 2, Illinois. 


ba a aS 


Grants in aid of heart disease research totaling $25,830 
have been divided among five projects in three California 
institutions by the American Heart Association. Two of the 
grants were awarded to the Harold Brunn Institute for 
Cardiovascular Research, San Francisco: One a continuation 
grant of $3,360 for studies on coronary thrombosis being 
carried on by Dr. John J. Sampson, and the other in the 
amount of $6;300 for study of arteriosclerosis by Dr. Meyer 
Friedman. Two were awarded to support projects at the 
University of Southern California School of Medicine: $8,820 
for study of hypertension by Drs. Douglas R. Drury and Leo 
A. Saperstein, and $3,150 for research on the chemistry of 
constriction of the blood vessels by Drs. Chester Hyman and 
Walter Marx. The Institute of Medical Research, Cedars of 
Lebanon Hospital, Los Angeles, was awarded $4,200 for 
study of hypertension by Dr. Jessie Marmorston. 


“lags 
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BOOK REVIEWS 


PROGRESS IN NEUROLOGY AND PSYCHIATRY—An 
Annual Review—Volume IV. By E. A. Spiegel, M.D., Pro- 
fessor and Head of the Department of Experimental Neuro- 
logy, Temple University School of Medicine, Grune & Strat- 
ton, New York, 1949. $10.00. 


This annual. review of progress in the fields of neurology 
and psychiatry maintains its high standards of coverage 
established in previous volumes. As is inherent in any work 
representing the efforts of a considerable number of re- 
viewers, there is a certain amount of variation in the com- 
pleteness of coverage and style of presentation, but all of 
the chapters are adequate, although some are better than 
others. 

The volume is obviously directed at the specialist in these 
fields, and is of very considerable value as a reference work 
covering the period. Although intelligible to the general 
physician, it is doubtful if his interest would carry him 
through many of the more technical parts. 

The great volume of publications in even as restrictéd a 
portion of the field of medicine as this‘ makes reviews of 
this nature almost a necessity if the specialist is to be able 
to keep abreast.of new developments. This book well serves 
the needs. of the neuropsychiatrist in this regard. 

* oo * 


INTESTINAL INTUBATION. By Meyer O. Cantor, M.D., 
Assistant Attending Surgeon, Grace Hospital, Detroit, 
Michigan. Charles C. Thomas, Publisher, Springfield, II. 
1949. $7.50. 


This book of 333 pages and 138 illustrations covers chap- 


ters on the history of the development of indwelling intes- . 


tinal suctional tubes, anatomy of the gastrointestinal tract, 
as well as physiology. There is an excellent chapter on dis- 
tention of the gastrointestinal tract. Other chapters are on 
technique of intubation, types of tubes used, and disorders 
of the bowel requiring intubation, as well as chapters on 
complications and errors in its use and also responsibility 
of the person in charge of intubation of patients. 

The last two chapters deal with a series of experimental 
studies dealing with the effect of intestinal gases and hydro- 
gen sulfide on balloons. It is not very likely that the prac- 
tical surgeon would be interested in the last two chapters 
and he will find that some of the material in other chapters 
might prove of little practical value. 

The author is convinced of the superior value of the 
Cantor tube in all respects. The book, however, covers every 
phase of intubation so well that it should be in every hos- 
pital library and many surgeons will consider it of great 
value in solving some of the problems and complications 
of the indwelling intestinal suction tube. 


* * * 


HEALTH INSTRUCTION YEARBOOK, 1949. Compiled 
by Oliver E. Byrd, Ed.D., M.D., F.A.P.H.A., Professor of 
Health Education and Director, Department of Hygiene, 
School of Education, Stanford University. Stanford Uni- 
versity Press, Stanford, California. 1949. $3.50. 


In preparing this seventh yearbook, Dr. Byrd read 1,643 
articles from which he presents a digest of 255 which had 
appeared in 80 different periodicals or reports. The ab- 
stracts are arranged under 21 headings such as Nutrition 
and Health, Infection and Immunity, Care of Special Or- 
gans, Health as a Social Problem, Occupational Health. 
Each topic or chapter begins with a summary statement 
highlighting major developments in that area, followed by 
the abstracts. Then follow the bibliography giving the full 


title and source of the abstracts, an alphabetical list of the 
sources, an author index and a subject index. The subjects 
are well chosen, interestingly presented and give a broad 
panorama of achievements in the health field. The book can 
be recommended to all American health workers, whether 
they are teaching individual private patients or groups as at 
meetings or in classrooms. 


* * * 


SURGICAL AND MAXILLOFACIAL PROSTHESIS. By 
ons E. Beder, King’s Crown Press, Columbia University, 
1949. $3.00. 


The field partly covered in this book is of interest to 
the surgeon whose patient is to have use for oral prosthesis, 
and to the general dental practitioner. It is, however, 
seldom put to good use by either. This is due in the main to 
two reasons: First, the relatively few patients of this nature 
encountered in practice and second, the lack of realization 
by the medical profession that such aid may be offered by 
dentistry. The author suggests a closer tie between the two 
professions in this particular field. Great strides were made 
during the last war but these were usually confined to 
specialties; i.e., plastic surgery and its respective maxillo- 
facial teams. 


The book is composed of nine’ chapters dealing with most 
of the prosthetic appliances of the field; i.e., intraoral splints, 
stents, and obturators, extraoral cranial plates, noses, and 
ears. 


Of interest to medical men may be the chapter dealing 
with protective shields for radiation therapy. The chapter in 
obturators is informative to the general dentist, for most 
laboratory procedures are quite well covered throughout. 


There is very little new material included, even though 
much was accomplished in this field during World War II. 
Splints described are all of the cap type. Such improvements 
as the sectional screwiock type are not mentioned. 


The book would serve well as a manual for advanced 
student classes or to the general practitioner who is called 
upon to make one of these appliances without much previous 
experience. To the advanced prosthetist, it helps as a teach- 
ing guide. 

* * * 

ATLAS OF SURGICAL OPERATIONS, Second Edition. 
By Elliott C. Cutler, M.D., Late Moseley Professor of Sur- 
gery, Harvard University, and Chief Surgeon, Peter Bent 
Brigham Hospital; and Robert M. Zollinger, M.D., Pro- 
fessor and Chairman of the Department of Surgery, Ohio 
State University College of Medicine. Illustrated by Mil- 


dred B. Codding, A.B., M.A. The Macmillan Company, N.Y. 
1949. $9.00. 


The second edition of this standard atlas has been en- 
larged and improved in a number of ways. Almost half of 
the plates have been redrawn. Many procedures have been 
added, among these being a small section on injuries to the 
central nervous system, and vagotomy through the abdominal 
approach. 


The printing of the copy reviewed was clearer than that 
of the first edition with which it was compared. 


The book covers all of the common procedures used in 
general surgery. No bibliagraphies are included and the 
descriptive text is simple and direct. It is recommended to 
the busy general surgeon, but mostly to the young surgeon 
who is learning operative technique. The medical student 
will find it an excellent reference volume. 





May, 1950 


UROLOGIC ROENTGENOLOGY. By Miley B. Wesson, 
M.D., Past President, American Urological Association. 
Third Edition, Thoroughly Revised, with 284 Illustrations. 
Lea & Febiger, Philadelphia, 1950. $7.50. 


The third edition of Wesson’s book has been thoroughly 
revised and rewritten. For many years Dr. Wesson has 
edited and reviewed most of the urologic papers presented 
before the meetings of the Western Section of the American 
Urological Association. His long experience in editorial work 
has given him an understanding of the needs and reading 
habits of doctors. He has a manner and style of writing all 
his own, concise, easy to read, and complete. In his book 
the newer procedures of urography, including technique, 
pitfalls and complications, are thoroughly discussed and 
there are instructive chapters on the history and technique 
of urography. Many new illustrations have been added, the 
book in general depicting almost all urologic conditions. 
The urograms, mostly from the author’s cases, some win- 
nowed from the urologic clinics throughout the country, are 
reproduced clearly on excellent paper. Each picture is ac- 
companied by a brief history, many containing data con- 
cerning surgical or necropsy findings. 

The book is compact and easy to handle, and there is a 
satisfactory, up-to-date bibliography at the end of each sec- 
tion. It is a satisfactory consultation source for students, 
general practitioners who want aid in interpreting films of 
their patients, and for the urologist who needs help in re- 
viewing an unusual case. 


* * * 


DOCTOR AND PATIENT AND THE LAW. By Louis J. 
Regan, M.D., LL.B., Member State Bar of California; Pro- 
fessor of Legal Medicine, College of Medical Evangelists. 
Second Edition. The C. V. Mosby Company, St. Louis, 1949. 
$10.00. 

The second edition of this book, which has just appeared, 
has been augmented by the addition of new sections which 
are most important for a complete treatise on the subject 
of the connection of law and medicine. Also new material 
and court decisions have been added. 


While this book will necessarily be a valuable reference 
guide, it is also one that is readable and of the utmost in- 
terest. It is the kind of volume that the doctor will want 
to take home with him and read from cover to cover before 
returning it to his office library for reference. The many 
cases described are each a short story and one cannot but 
feel compassion for the physicians who have gone through 
the mental anguish and loss of valuable time and money in 
their experiences in the courts. The author has been most 
careful in not making the volume too technical, and no 
lawyer who was not also a doctor could have so deftly pre- 
sented the subject in the manner in which the matter is 
described for a medical reader. 

Physicians are apt to consider the subject of malpractice 
to be only one in which they should have legal concern. 
Such things as artificial insemination, dying declarations, 
consent for operation, sterilization, adoption, matters per- 
taining to the insane, are only a few examples of legal 
points with whjch the physician should be conversant. All 
of these subjects are understandingly outlined. 

There is no doubt that this book is good prophylaxis, and 
if one could keep in mind constantly the advice and warn- 
ing contained therein many of the minor as well as the 
major difficulties the doctor gets into aside from his clinical 
work could be avoided. As a code for proper professional 
conduct there has nothing yet been presented that so pre- 
cisely fills the need. Undoubtedly this volume will become 
a classic. While it is needful that the clinician arm himself 
with technical treatises, the practicing physician, after all, 
is a public character and his activities extend beyond tech- 
nical procedures. It is just as essential that he be aware 
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of his legal obligations and how to protect himself as it is 
for him to know how to treat the patient. This book is as 
needful to a well rounded office library, no matter how small, 
as is a good book on anatomy. 


* * * 


MODERN SURGICAL TECHNIQUE — Second Edition. 
Edited by Max Thorek, M.D., LL.D., Se.D., F.LC.S., 
D.C.M. Professor of Surgery, Cook County Graduate 
School of Medicine. Four Volumes and an Index Vol- 
ume. Volume One: General Operative Considerations; Sur- 
gery of the Head and Neck; and Principles of Plastic 
Surgery. Volume Two: Neurosurgery; Vascular Surgery; 
Thoracic Surgery; and Orthopedic Surgery. Volume Three: 
Surgery of the Abdomen and Surgery of the Breast. Vol- 
ume Four: Gynecologic Surgery; Urologic Surgery and 
Hernia Repair. J. B. Lippincott Company, Philadelphia, 
1949. $72.00. 

The second edition of this successful set of books on sur- 
gical technique has followed 11 printings of the first issue, 
published in 1938, affording ample testimony of its popular- 
ity. It is now fully embellished with medical illustrations 
by Shepard, Freret and Bartenbach, as well as some of the 
color plates of Peham and Amreich. The type is now set in 
two columns on one page, a form adopted by other modern 
textbooks. It has been necessary to add another volume, 
making four in all, to include over one thousand new pages. 


In a chapter entitled “Selection and Management of Poor 
Risk Patients,” various conditions such as diabetes, nephri- 
tis, obesity and surgery in infancy and old age are dis- 
cussed. In subsequent sections, greater consideration is given 
to postoperative care. The section on blood transfusion is 
excellent. 


A good many procedures not usually included in the scope 
of general surgery are described and illustrated. The author 
states he has done this so that the surgeon can be acquainted 
with the current procedures in all branches of surgical 
knowledge, for in an emergency he may be called upon to 
perform an operation not generally included in his domain. 


The section on the surgery of the thorax, which formerly 
required 159 pages, now requires 200, mostly because of the 
new cardiovascular operations. In the section on orthopedic 
surgery, it is regrettable that the Bunnell-Howard pull-out 
wire method of tendon suture was not described. There is 
an excellent review of the various methods used in local and 
regional anesthesia, but the dangers of local anesthesia and 
tourniquets in the surgery of the infected finger are not 
stressed. Practically all the common operative procedures 
on the gastrointestinal tract are clearly illustrated. It might 
be questioned whether it is necessary or advisable to include 
such mechanical devices as the Murphy button in a system 
of modern surgical technique. 


The set is recommended as a handy reference for student, 
general surgeon, and surgical libraries. 


* * * 


BRITISH SURGICAL PRACTICE. Volumes III, IV and 
V. Under the General Editorship of Sir Ernest Rock Car- 
ling, F.R.C.S., F.R.C.P., Consulting Surgeon, Westminster 
Hospital, and J. Patterson Ross, M.S., F.R.C.S., Surgeon 
and Director of Surgical Clinical Unit, St. Bartholomew's 
Hospital; Professor of Surgery, University of London. In 
Eight Volumes. Butterworth & Co. (Publishers), Ltd., 
London, England—The C. V. Mosby Company, St. Louis, 
Mo., 1948. $15.00 per volume. 


These three books represent three more volumes of the 
contemplated eight volumes of the series on British Surgical 
Practice. Volume III deals with subjects from cesarean 
section to eyelids and covers such diverse subjects as caro- 
tid body, cellulitis, cervical rib, cicatrices, cisternal punc- 
ture, colonic diseases, compensations, constipation, cornea, 
patent ductus, ear surgery, endoscopy, and eye surgery. 
Volume IV covers surgery from facial palsy to hiccups, 
discussing facial injuries, fascial disorders, fistula, focal 








epilepsy, foot surgery, gallbladder surgery, gastric surgery, 
glaucoma, glomus tumors, glottic edema, gout, hand, heart, 
hernia, herpes, and hiccup. Volume V extends from Hodg- 
kin’s disease to lymphogranuloma, discussing hormones, 
hypertension, impotence, injury, jaundice, joint disorders, 
kidney diseases, larynx, legal surgery, ligatures, limbs, lep- 
rosy, cirrhosis, lung tumors, and lupus vulgaris. The re- 
viewer regrets that he cannot recommend any of these three 
volumes. Each volume costs $15, is about 500 pages, but 
represents such a conglomeration of disorganized material 
that it is of no value unless all eight volumes are simul- 
taneously available. The tone of the books must be leveled 
for the general practitioner, but the information is not 
organized in a serviceable manner. Much of it is outdated 
by the time all eight volumes will have been completed, and 
even now sections of it are antiquated. The book would not 
be of value to surgeons, for it covers all specialties inade- 
quately, is generally wanting in technical knowledge, and 
wastes much space in discussing most problems at student 
levels. Without prejudice the reviewer can honestly say the 
recent American books far excel this series in every respect. 


* * * 


HELPFUL HINTS TO THE DIABETIC. By William S. 
Collens, B.S., M.D., Chief of the Diabetic Clinic, Chief of 
the Clinic for Peripheral Vascular Diseases, Associate At- 
tending Physician, Maimonides Hospital, New York, and 
Louis C. Boas, A.B., M.D., Chief of the Diabetic Clinic, As- 
sociate Visiting Physician, Greenpoint Hospital, New York. 
Charles C. Thomas, Publisher, Springfield, 1949. $3.00. 


A description of this volume by Collens and Boas is well 
delineated by the authors in their preface: 

“The purpose of this book is to assist the diabetic in the 
management of his condition. We have tried to supply the 
reader with all the practical information he needs to under- 
stand the disease from which he is suffering. This should 
give him the equipment necessary to cooperate intelligently 
with his physician. 

“We have tried, in as simple terms as possible, to tell the 
patient what diabetes is, to provide him with practical hints 
and suggestions in the preparation of his diet, to teach him 
the proper technique in the administration of insulin, to 
teach him many simple laboratory procedures that he needs 
to know and to tell him something about the complications 
of, this disease. ; 


“We have tried, also, to guide the reader through the 


forest of misinformation to which he is continuously exposed 
by quacks, pseudo-scientific newspaper articles and well- 
meaning neighbors.” 

The reviewer feels that the aims expressed above have 
been accomplished very well indeed. The text is well written, 
comprehensive and clinically sound. The illustrations are 
numerous and excellently reproduced. Particular emphasis 
may be given to the 26 excellent illustrations (drawings 
and photographs) of the step-by-step technique of insulin 
administration. 

Unique in the reviewer’s experience with such manuals 
is the section devoted to a detailed expose of some of the 
more notorious quack remedies and treatment that have 
led so many patients astray to their harm or complete 
undoing. 

* a oo 

LIMBO TOWER. By William Lindsay Gresham. Rine- 
hart & Company, Inc., New York. $3.00. 1949. 

This is a novel covering the events of three days in a 
state hospital and particularly concerning the patients, doc- 
tors, nurses and attendants on the ninth floor tuberculosis 
ward, The usual conglomeration of “types” are found here, 
the malingerer, a Negro boxer, a gambler, an evangelist, 
and a young, sensitive Marxist. For love interest, there is, 
of course, the beautiful nurse and the handsome intern. 
God, religion, psychoanalysis, philosophy, politics, econom- 
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ics, and Marxism are all expounded through the mouths of 
these characters. But high-sounding phrases do not make 
this any kind of penetrating psychological study of the 
interpersonal relationships of a group of people on a 
hospital ward for a chronic disease like tuberculosis. The 
characters and incidents are too stereotyped to be consid- 
ered real. This novel can hardly compete with the depth 
and wisdom contained in Thomas Mann’s “Magic Moun- 
tain,” but nevertheless one can spend an enjoyable few 
hours reading it if one appreciates “light reading.” 


* * * e 


CLINICAL DIAGNOSIS BY LABORATORY EXAMINA- 
TIONS. By John A. Kolmer, M.S., M.D., Professor of Medi- 
cine in the School of Medicine of Temple University. Sec- 
ond Edition. Appleton - Century - Crofts, Inc., New York. 
1949. 

This book is probably the best single reference of its 
kind. By properly correlating laboratory and bedside medi- 
cine, it unifies these two points of view which are so often 
erroneously considered independent of one another. A full 
knowledge of the contents is of inestimable value to the 
physician in present-day medicine. 

This second edition has been heavily revised to interpret 
and apply the most modern technical procedures. Note- 
worthy is the reorganization of diagnostic concepts of liver 
disease. The improved immunological studies include the 
Rh and Hr blood factors and the anti-Rh agglutinins and 
blocking antibodies related to pregnancy and blood trans- 
fusions. 

These revisions have been accomplished without increas- 
ing the size of the volume, which contains three sections 
pertaining to laboratory examinations; the clinical interpre- 
tations; the practical applications, and a few of the more 
common technical procedures. A listing of the diagnostic 
summary tables and an improved index facilitate reference. 
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MODERN PRACTICE IN ANAESTHESIA—1949. Edited 

by Frankis T. Evans, M.B.B.S., Honorary Anaesthetist, St. 


Bartholomew’s Hospital, London. Paul B. Hoeber, Inc., 
New York, 1949. $12.50. 


This book contains a brief history of the early pioneers 
in anesthesia, followed by a chapter on anatomy for the 
anesthetist. This chapter is brief and interesting and is 
written for a practical application to general anesthesia 
rather than regional blocks. A chapter on physiology of 
anesthesia deals with the gas laws and physiology of res- 
piration and the circulatory system; also the nervous system. 

The chemistry of oxygen, nitrous oxide, ether, chloroform, 
ethyl chloride, trichlorethylene, the barbiturates and curare 
are presented clearly and briefly. These agents are also dis- 
cussed in detail as to their use under clinical conditions. 

Various regional procedures are discussed and described 
in general, as in endotracheal technique. Chapters on pre- 


operative preparation and on operative and postoperative 


complications and care are well presented. 

Techniques for special operations such as thoracic sur- 
gery, oral surgery, bronchoscopy, neurosurgery, etc., are in- 
cluded and presented by various authors. 

Administration of blood and blood substitutes are pre- 
sented and also a chapter on the treatment of shock and 
administration of anesthetics to the shocked patient. 

The book as a whole touches on most problems of inter- 
est to the anesthetist in a diversified anesthesia service. The 
various authors present their own methods of meeting vari- 
ous problems and the ones which in their hands give the 
better results. A study of this book by many of Great Brit- 
ain’s outstanding anesthetists should prove an excellent sub- 
titute for a visit to observe the work of the various authors 
in person. Every American interested in anesthesiology 
should find it of value. 
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